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LARYNGOLOGICAL SOCIETY OF LONDON. 


BULBS. 


1. The Object of the Society is the cultivation and promotion 
of Laryngology, Rhinology, and their allied sciences. 

2. The Society shall consist of (a) Honorary Members, (6) 
Ordinary Members. All legally qualified practitioners shall be 
eligible for nomination as Ordinary Members. 

3. The Officers of the Society shall consist of a President, 
two or more Vice-Presidents, a Treasurer, two Secretaries, and 
a Librarian, who, with five other Members, shall form a Council, 
and manage the Society’s affairs. At least a quarter of the 
Council shall consist of provincial Members. 


Election of Members. 

4. Candidates shall be proposed on a form provided for the 
purpose, and signed by three or more Members from personal 
knowledge. The proposal paper shall be read at one Ordinary 
Meeting, and shall then be submitted to every Member of the 
Society with the notices of the following meeting, at which the 
Ballot shall be taken. No election shall take place unless ten 
Members vote, and no person shall be elected who does not 
obtain four fifths of the votes given. 


Form of Admission by the Chairman. 

5. Members shall be admitted personally by the following 
form, after signing their names in the admission book and 
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paying their first annual subscription : “ By the authority and 
in the name of the Laryngological Society of London, I admit 
you a Member thereof.” 

Honorary Members. 

6. The Council shall have the power of proposing men of 
distinguished eminence in Laryngology, or in the sciences 
bearing upon it, for election as Honorary Members. They shall 
be elected in the same manner as Ordinary Members. 

Expulsion of Members. 

7. A Member can be expelled only at a General Meeting 
specially called for that purpose, and of which a written notice 
shall have been sent to every Member at least fourteen days 
previously. At least ten votes must be recorded, and four fifths 
shall carry the expulsion. 

Election of Officers. 

8. The Officers of the Society shall be elected yearly by 
ballot at the Annual Meeting, to which all the Ordinary Members 
shall be summoned one week previously. No gentleman shall 
hold the same office for more than three consecutive years. 
Balloting lists of the names recommended by the Council for 
election shall be sent to each Ordinary Member, together with 
the notice of the Annual Meeting. 

Scrutineers. 

9. Two Scrutineers, appointed by the Chairman at the com¬ 
mencement of the Annual Meeting, shall receive the lists during 
the first hour, and report the result to the Chairman. In the 
event of equality of suffrage the Chairman shall determine. 

Subscriptions. 

10. The Annual Subscription shall be One Guinea, payable in 
advance at the date of the Annual General Meeting. Each 
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Member on election shall pay an Entrance Fee of One Guinea 
in addition to the Subscription, but in the case of a Member 
elected at a meeting of the session subsequent to October, he 
shall not be required to pay a Subscription during the next 
session. Any Member whose Subscription is six months in 
arrear shall be reminded of the same by one of the Secretaries, 
and if it be not paid within the current year he shall cease to 
be a Member. 

The President and Vice-Presidents. 

11. The President shall regulate all the proceedings of the 
Society and Council, state and put questions, interpret the 
application of the Laws, and decide any doubtful points. He 
shall check irregularities, and enforce the observance of the 
Laws. He shall sign the Minutes of General and Conned 
Meetings. In the absence of the President one of the Vice- 
Presidents, the Treasurer, or some other Member chosen by the 
Meeting shall perform his duties. 


The Secretaries. 

12. The Secretaries shall manage all correspondence, shall 
attend every Meeting of the Society and Council, and take 
Minutes, which shall be read at the following Meeting. They 
shall notify to new Members their election. They shall arrange 
with the President the order of proceedings at all the Meetings. 
They shall have charge of, and keep a register of, all papers 
communicated, and shall be the Editors of the ‘ Proceedings.’ 


The Treasurer. 

13. The Treasurer shall receive all moneys due to the Society, 
and make all payments ordered by the Council, keeping an 
account of all such receipts and payments. He shall keep a 
printed receipt book for the Subscriptions, and every receipt 
shall be signed by himself and countersigned by one of the 
Secretaries. He shall present to the Annual Meeting a written 
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Report of the financial state of the Society, signed by himself 
and by two members of the Audit Committee. 

Audit Committee. 

14. The President, one of the Secretaries, and two Members 
of the Society nominated by the President at some Meeting of 
the Society previous to the Annual Meeting, shall form a Com¬ 
mittee to audit the Treasurer’s accounts. 

The Librarian. 

15. The Librarian shall have entire control of the Library, 
under the direction of the Council. 

The Council. 

16. The Council shall meet regularly four times a year, and 
at such other times as they may be specially convened. Five 
shall form a quorum. They shall determine questions by show' 
of hands (or by ballot if demanded), the President having in 
both cases a casting vote in addition to his ordinary vote. They 
shall have the power of filling up any vacancies which may 
occur in any of the offices of the Society between one Anuual 
Meeting and another. They shall decide upon all Questions 
relating to the reception of communications and to their publi¬ 
cation in the Society’s ‘ Proceedings.’ They shall also have the 
power to make Bye-laws, subject to confirmation at the next 
Annual General Meeting. 

‘ Proceedings.’ 

17. A copy of the * Proceedings ’ shall be sent to each 
Member of the Society. 

Annual General Meeting. 

18. The Annual General Meeting shall be held in the month 
of January, and shall be followed by a Dinner of the Members 
and their friends. 



7 


Hours op Meeting. 

19. The Society’s Ordinary Meetings shall be held between 
the hours of 5 and 6.30 p.m. on the second Wednesday in each 
month, from October to May inclusive. 


Visitors. 

20. Each Member shall be entitled to introduce two Visitors, 
but no Visitor shall be introduced more than twice in each 
Session. The names of all Visitors shall be entered in a book, 
and shall be submitted to the President, who shall announce to 
the Meeting the names of such Visitors, and of the Members 
introducing them. 


Business at Ordinary Meetings. 

21. The business at Ordinary Meetings shall consist (a) of 
the exhibition of clinical cases, specimens, drawings, &c., and 
discussions upon them; but no discussion on the clinical cases 
exhibited shall be permitted in the presence of the patients ; ( b) 
of the reading and discussion of clinical memoranda, if approved 
by the Council; (c) of debates upon fixed subjects. 


Order of Business. 

22. At least one month’s notice of any written communication 
shall be sent to the Secretaries, together with an abstract 
suitable for publication in^j^ie ‘ Proceedingsand all communi¬ 
cations shall be taken in the order in which they are received, 
subject to the discretion of the President. If any Member is 
absent when called upon for his communication, it shall be dealt 
with as the President may direct. 

One week’s notice shall, if possible, be given of any clinical 
cases, specimens, &c., intended for exhibition, and the order of 
the discussion upon them shall be at the discretion of the 
President. 
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Alteration of Rules. 

28. Any proposed alteration of Rules shall be considered and 
decided upon at the Annual General Meeting only, notice of 
such proposed alterations having been given in the notice con¬ 
vening the Meeting. Ten shall form a-quorum at this Meeting, 
and for the adoption of any alteration of the Laws four fifths of 
the votes given must be in its favour. Nothing relating to the 
Laws or management of the Society shall be considered at an 
Ordinary Meeting. 

Special General Meetings. 

24. A Special General Meeting may be called at any time, on 
one week’s notice by the President, or by any three Members 
of the Council, or by any ten Members of the Society, the 
nature of the business being specified in the summons sent to 
each Member of the Society, and no other business being con¬ 
sidered. 


* 
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ORDER OF BUSINESS AT ORDINARY MEETINGS. 

1. The minutes of the previous meeting will be read 
and confirmed. 

2 . The President will call upon each Exhibitor of a 
case or specimen in turn for a short description of his 
exhibit. He will then adjourn the sitting until a definite 
hour, in order to allow time for the clinical examination 
of cases, &c., when the meeting will be resumed for the 
purposes of discussion. 

3 . Lamps, cloths, disinfectants, &c., will be provided, 
but members must bring their own mirrors, reflectors, and 
other instruments. 

4 . All cases and specimens exhibited must be accom¬ 
panied by a short description, to be written by the Exhibitor, 
upon cards which will be supplied on application to the 
Secretaries. 

5 . Every member taking part in the discussions will 
be invited to supply a short abstract of the essential parts 
of his remarks to the Secretaries before the close of the 
meeting. 

6 . The description and remarks thus supplied by the 
members will form the basis of the Society’s ‘ Proceedings.’ 




PEOCEEDINGS 


OF THE 

LARYNGOLOGICAL SOCIETY OF LONDON. 


Ordinary Meeting, April 12 th, 1893. 

P. McBride, M.D., Yice-President, in the Chair. 


E. Clifford Beale, M.B., 
Scanes Spicer, M.D., 


Secretaries. 


Present—30 Members and 2 Visitors. 

The following candidates were elected Members of the Society: 
James Donelan, M.B. James Davison, M.D., M.R.C.P. 

T. J. RirkDuncanson,M.D., F. G. Harvey, F.R.C.S.Ed. 
F.R.C.P.Ed. William Permewan, M.D.,F.R.C.S. 


The following candidates were proposed for election: 

R. S. Charsley. 

Richard Lake, F.R.C.S. 

Herbert Tilley, M.D., F.R.C.S. 

A number of electric, gas, and oil lamps, suitable for laryngoscopic 
examinations, were exhibited by Messrs. Schall, Mayer and Meltzer, 
W. S. Benson, and others. 

The opinion of the Members present being strongly in favour of 
the electric light, Dr. Felix Semon announced his intention of 
presenting twelve electric lamps to the Society for use at Ordinary 
Meetings. 

A letter from Signor Manuel Garcia was received, expressing his 
acceptance of Honorary Membership of the Society conferred on him 
at the first meeting. 

The following clinical cases were exhibited: 


Empyema of the Frontal Sinus. 

Dr. Dundas Grant brought forward a case of Empyema of the 
Frontal Sinus. J. M—, set. 35, a labourer, had been first seen in 
July, 1892, complaining of frontal headache and a discharge from the 
first series—VOL. i. 1 
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left nostril, dating from an attack of influenza in the previous 
January. The pain was generally relieved by the outflow of a 
quantity of creamy pus, which took place most markedly on first 
rising in the morning. The pus was seen to ooze from the middle 
meatus, the middle turbinated body being swollen. Transillumina¬ 
tion and Lichtwitz's exploratory irrigation showed the absence of 
pus in the antrum. Cocain gave some relief to pain, but the 
symptoms continued in spite of intra-nasal treatment by antiseptic 
remedies. The sinus was therefore opened just on the margin of the 
orbit, internal to the supra-orbital notch, about four weeks ago. 
Antiseptic fluids were syringed through the opening, escaping by the 
nose. A few days later a fine Eustachian catheter was introduced 
through the frontal perforation and into the upper orifice of the 
fronto-nasal canal. Through this a long pewter wire was “ paid ” 
till it appeared at the nostril. The catheter was removed and the 
wire left in situ. Over this an india-rubber drainage-tube was slid 
right down to the nostril and was left in that position, the pewter 
wire being removed. The pain disappeared, but there remained some 
erythema round the Opening. The foetor of the discharge had now 
quite subsided, and the quantity was much diminished. The drainage- 
tube was removed after a few days, and there was now merely a pewter 
wire to prevent the aperture from closing. To-day (April 12th) it 
had been possible to irrigate the sinus through the nasal orifice by 
means of Lichtwitz’s frontal sinus cannula. 

Mr. W. R. H. Stewart referred to a case now under his care in 
which the frontal sinus was trephined and a probe passed into the 
nose. The empyema was unilateral, and the two sacs could be 
plainly seen at the time of the operation, the one normal and the 
other blocked. The patient is now quite well. 

I)r. Adolf Bronner (Bradford) recorded a case of bilateral 
affection of the frontal sinus in which both sinuses could be syringed 
out from the nares with a bent double tube. He used the chisel in 
preference to the trephine in such cases, and laid great stress on the 
importance of maintaining strictly antiseptic after-treatment. 

Dr. Dtjndas Grant, in reply, urged the adoption of trephining in 
the middle line in cases of doubt as to which sinus was affected, and 
agreed that the gouge and mallet were preferable to the trephine for 
external operations. 

Submucous Hemorrhage and Angioma of the Vocal Cord. 

Dr. Dundas Grant showed a case of Submucous Haemorrhage 
and Angioma of the Vocal Cord, occurring in a young lady, set. 2 4, 
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who had been first seen in October, 1891, on account of occasional 
sudden aphonia and hoarseness at varying intervals for four years. 
The attack was generally excited by sneezing or some vocal effort, 
and lasted about a fortnight, the subsidence being gradual. By the 
laryngoscope the left vocal cord appeared to be covered by a loose 
layer of blood-clot which projected over the opposite cord during 
phonation. It was not dislodged by coughing or manipulation, and 
was obviously situated under or in the mucous membrane. There 
was no evident haemorrhagic or other diathesis predisposing to the 
condition. Seen again in July, 1892, after a week’s aphonia, the 
haemorrhage was seen to be chiefly confined to the junction of the 
anterior and middle thirds of the cord. Eight days later a bright 
purple tumour, about the size of a hempseed, could be readily seen, 
attached by a broad base to the edge and upper surface of the cord. 
In spite of the presence of the tumour the voice was now very little 
impaired. Treatment by applications of chloride of zinc appeared to 
have caused diminution of the tumour, but so that it was questionable 
whether more radical measures were called for. 

Mr. Cbesswell Babee mentioned a similar case under his own 
care, in which the tumour appeared to be flatter than in Dr. Grant’s 
case. Astringent treatment had been of no avail, and he was inclined 
to employ the galvano-cautery. 

Dr. Felix Semon thought that the tumour might be safely removed 
with forceps. Contrary to what might have been expected, the 
haemorrhage in such cases was usually but slight. 

Inherited Syphilis. 

Dr. de Havilland Hall showed a case of Inherited Syphilis in 
the person of W. W—, set. 16, an iron moulder, seen first at the 
Westminster Hospital in May, 1890, suffering from pain in the 
throat and dysphagia. The left tonsil was enlarged and its surface 
ulcerated ; the pharynx ulcerated and covered with yellowish exuda¬ 
tion. Glands at angle of jaw enlarged. History of thrush and rash 
on buttocks shortly after birth. Eyes and teeth not affected—no 
linear cicatrices. The case improved rapidly under iodide of potassium. 
The ulceration recurred in December, 1891, and October, 1892. 

Syphilitic Disease of Tonsil. 

Dr. de Havilland Hall showed a case of Syphilis of the Tonsil. 
Primary syphilis had occurred twenty-five years ago. The patient 
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had complained of sore throat since December, 1891, and had been 
seen first in August, 1892. The right tonsil was enlarged. An ulce¬ 
rated patch on the anterior pillar of the fauces. Cervical glands 
enlarged. Marked improvement, both to the pharynx and the gland, 
had taken place under iodide of potassium and Hyd. c Cret. On 
April 5th, 1893, fresh ulceration had occurred. 

Mr. Butlin thought that the disease was probably malignant, 
grafted upon syphilitic disease of old standing. 

Dr. Clifford Beale referred to a similar case in which almost 
identical morbid signs had given rise to much doubt in diagnosis. 
Bemoval of a small piece of the granulating edge of the ulcer for 
microscopic examination proved the presence of epithelioma. 

Dr. B[all thought that the undoubted improvement under specific 
remedies showed the syphilitic nature of the case, although many 
features of malignant disease were present. 

Lupus of Larynx and Pharynx. 

Mr. Mark Hovell showed a case of Lupus of the Larynx and 
Pharynx. The patient, a clerk set. 17, had been seen first at the 
London Hospital suffering from dyspnoea. Tracheotomy had to be 
performed in May, 1890. Treatment by cauterisation had been 
applied for a long time both before and after tracheotomy. At latter 
end of 1891 Koch's remedy was tried, and the patient received about 
fifty injections and was much improved by the treatment. Since that 
time no treatment had been applied, and the disease appeared to have 
become quiescent. 

Caries and Necrosis of Nasal Bones and Superior Maxilla. 

Abscess of Septum. Empyema of Left Antrum. 

Dr. Felix Semon showed a case of a married woman, set. 24, who 
had first suffered five years ago from sore throat of two and a half 
years’ standing, apparently specific. She had been married five years, 
and had had two healthy children and no miscarriages. Nothing 
indicative in the family history. In June, 1892, pains in the head 
and nose, the latter being much swollen and obstructed, with slight 
offensive discharge from the left side. Empyema of the left antrum 
was diagnosed, and the cavity opened through the alveolus and 
drained. In February and March of the present year small fragments 
of bone came away from the mouth. In March, 1893, the nose was 
greatly swollen throughout its entire length, the superficial skin 
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reddened, and much purulent discharge from the nostrils. Two 
symmetrical swellings, clearly communicating with one another 
through the perforated septum, almost filled the nostrils. These were 
opened and much offensive pus released, but the abscess quickly 
refilled. Its walls are now harder than at first. On pressure over 
the broad bridge of the nose much creamy pus exudes between the 
upper lip and the superior maxilla. Teeth are decayed. In left side 
of hard palate at level of second molar, just within the alveolar 
margin, is a small perforation which is said to be getting smaller 
lately. Bare but fixed bone can be felt in its neighbourhood. 
Papular eruption on legs and scaly patches on chest and forearms. 

Tabes Dorsalis. Laryngeal and other Crises. Bilateral 

Paralysis op Abductors op Yocal Cords. Complete 

Motor Paralysis of Palate. 

Dr. Pelix Semon showed a patient, formerly a letter-sorter in the 
post office, set. 34, whose illness had lasted five years. Had syphilis 
twelve years ago, followed by sore throat but no rash. First symptom 
of present illness began with vomiting after meals, weakness of legs, 
and diarrhoea, becoming gradually worse. Voice failed about the 
same time, and choking attacks with crowing dyspnoea occurred. 
Dysphonia, with salivation, occasional regurgitation of liquids through 
the nose ; shooting pains in the limbs, occasional gastric pains, diffi¬ 
culty and incontinence in micturition had all been present during the 
progress of the case. There was now complete abductor paralysis on 
the left side, incomplete on the right, with beginning participation of 
internal thyro-arytsenoid muscles (slight excavation of vocal cords), 
complete motor paralysis of soft palate, fibrillar twitchings of tongue. 
Wasting of temporals and masseters with no perceptible action on 
either side. Difficulty in articulation. Cannot whistle. Mouth 
kept constantly open. Pulse 120 to 124. Bight hand numb, but 
not the left. Ataxic gait. Knee-jerks not elicited. Paralysis of left 
sixth, weakness in outward movement right and in downward move¬ 
ment left. Pupils do not react to light and (?) to accommodation. 
Considerable anaesthesia of face, slight in hands. Optic discs nil. 

Tuberculosis of Larynx and Lung. 

Dr. Soanes Spicer showed a patient, K. T—, aet. 21, suffering 
from hoarseness of sixteen months* standing, the result of tubercular 
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infiltration of the left side of the larynx, with a clean-cut crateriform 
ulcer on the left pyramid extending to the posterior wall. The left 
vocal cord appeared slit longitudinally, and there was marked oedema 
of the left pyramid. The right vocal cord was simply reddened. 
Signs of phthisis at the right apex. 

Papillomata of Nostrils and Gum. 

Dr. Scanes Spicer also showed a patient, set. 12, a schoolboy, who 
had suffered for the last five years from recurrent papillomata of the 
nostrils and gum. Both nostrils had been blocked by warty growths 
which had been removed and nitric acid applied to bases, but the 
growths had recurred once or more every year. The upper gum had 
been similarly affected, and had been curetted and acid nitrate of 
mercury applied. Microscopic examination of the growth had been 
made by Mr. Jackson Clarke, who reported it as a typical papilloma. 

Mr. Butlin expressed the opinion that the condition of the nostril 
at present was very suggestive of lupus. 

Dr. Dtjndas Grant also thought that the disease might have been 
of lupoid origin, and referred to a similar case. 

Dr. W. Hill asked whether syphilis had been suspected, and com¬ 
pared the warty growths to those sometimes seen on the vulva and in 
the ear in syphilitic cases. 

Dr. Spicer replied that there had been nothing indicative of either 
syphilis or lupus in the earlier stages of the case. 

Multiple Sarcomata of Naso-pharynx and Tonsils. 

Mr. W. B. H. Stewart exhibited a patient, a fireman, set. 28, who 
had been first operated on for sarcomatous growth behind the right ear 
in November, 1890, and February, 1891. In August, 1891, difficulty 
of breathing was first noticed. In the following month the patient 
was operated on for post-nasal growths at Golden Square, a large 
amount being removed. These recurred and were again removed 
with both tonsils. The growths were tough and difficult to tear 
away with the forceps, and there was considerable haemorrhage. 
When seen in November, 1892, there was a larger, rounded, and 
somewhat elastic swelling in the situation of the left tonsil ahd side of 
palate, and in the centre of this enlargement a sloughing ulcer with 
hard edges. The right tonsil was occupied by a smaller swelling— 
naso-pliarynx partially blocked by similar rounded growths ; smaller 
ones extending down the left glosso-epiglottic fold; small glands on 
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left side ; no syphilis. A portion removed and placed under micro¬ 
scope showed sarcoma. In the early part of January, 1893, when 
seen again the growths had all increased, those in naso-pharynx 
extending as far as the finger would reach. Nasal respiration almost 
stopped. Slight deafness. Patient said that in last November some 
lumps came away from the tonsils. These were too dried up to make 
anything of. Epiglottis, larynx, and (esophagus free. When seen 
that morning the swellings on both sides were much enlarged, ulcerated, 
and sloughing. A hard mass under angle of jaw on right side. 
Turbinate mucous membrane hypertrophied. Considerable haemor¬ 
rhage said to have occurred two nights ago. Patient was losing flesh 
rapidly. 

Dr. Bronner asked if avsenic had been used in the case, and re¬ 
ferred to an instance of cure under arsenic when recovery seemed 
hopeless. 

Mr. Butlin thought that if arsenic were used at all it should be 
given in large doses. 

Mr. Stewart stated that the case had been treated with arsenic in 
small doses, and expressed his intention of using it in larger 
quantities. 

Chronic Laryngeal Tuberculosis. 

Dr. W. McNeill Whistler introduced a patient, set. 30, who 
had been under observation since October, 1880, suffering at first 
from sore throat and dysphagia, the voice reduced to a mere whisper, 
constant cough with muco-purulent expectoration, anaemia, emacia¬ 
tion, extreme weakness, and high temperature. The larynx at that 
time presented every appearance of severe tubercular infiltration and 
ulceration. In the lungs there was evidence of early disease at both 
apices. Under sedative applications to the larynx followed by more 
stimulant treatment later on, coupled with the appropriate treatment 
for the general condition, the patient showed marked improvement. 
Soda and borax with carbolic acid, astringent, and antiseptic lotions 
containing sulphocarbolate of zinc and boracic acid, in glycerine and 
water, applications of eucalyptol in adepsine oil together with insuffla¬ 
tions of morphia comprised the chief local medication. In four 
months the ulceration was nearly healed, and there was marked 
diminution of the infiltration. The case was shown at the Inter¬ 
national Congress in 1881 with the ulceration completely healed, and 
the swelling so far reduced that a free view could be obtained into the 
trachea. Eor several years afterwards the patient remained in fairly 
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good health, taking cod-liver oil and using creasote inhalations at 
intervals, and had now been steadily following his employment for 
nearly ten years. In April, 1892, symptoms of phthisis again began 
to appear, but soon subsided under treatment. He had now neither 
pain, cough, nor hoarseness. The laryngoscopic appearance at present 
showed a limited loss of substance of the epiglottis, the vocal cords 
thickened, the right cord being reddened. Cicatricial thickening of 
the left ventricular band and a narrow web springing from the vege¬ 
tations on the interarytaenoid fold extending to the right and 
attached to the posterior extremity of the right vocal cords. Free 
movement of the cords both in adduction and abduction. 


The Inaugural Dinner of the Society was held after the Meeting at 
Dimmer’s Hotel, Dr. Felix Semon presiding. Signor Manuel Garcia, 
the inventor of the laryngoscope, was present, and received an ovation 
as the first Honorary Member of the Society. Dr. McBride, Mr. 
Butlin, Mr. Victor Horsley, and the Chairman were the principal 
speakers, the proceedings being greatly enhanced by music and songs 
contributed by the Chairman, Dr. Dundas Grant, Dr. Jacob, and 
Dr. W. Aikin. 
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OP THB 

LARYNGOLOGICAL SOCIETY OF LONDON. 


Ordinary Meeting, May 10th, 1893. 

Felix Semon, M.D., F.B.C.P., Vice-President, in the Chair. 

1 E. Clifford Beale, M.B.,) 

Scanes Spiceb, M.D., 5 secretaries. 


Present—16 Members and 3 Visitors. 

The following gentlemen were elected Members of the Society: 
Herbert Tilley, M.D., F.E.C.S. 

Bichard Lake, F.B.C.S. 

B. S. Charsley, M.E.C.S. 


The following candidates were proposed for election: 

Charles Botherham Walker, M.D., Leytonstone. 

Dennis Embleton, M.B.C.S., Bournemouth. 

Henry Davis, M.E.C.S., London. 

Vincent Dormer Harris, M.D., F.B.C.P., London. 

William Arthur Aikin, M.D., London. 

The minutes of the previous meeting were read and confirmed. 

Dr. de Havilland Hall moved, and Dr. Dundas Grant seconded, a 
vote of thanks to Dr. Semon for his generous gift to the Society of 
twelve electric lamps. This was carried by acclamation, and 
Dr. Semon replied. 

The following case was exhibited by Mr. Cresswell Baber. 


Cicatrix of Pharynx. 

M. B—, set. 15. At three and a half years of age the patient had 
severe scarlet fever with a very bad throat, and subsequently an attack 
of measles. Scarlatina left her with purulent discharge from either 
ear ; also a difficulty in swallowing, which latter has not given her 
much trouble till recently. Admitted into the Brighton Throat and 
Ear Hospital November 7th, 1892. She takes soft food readily, but 
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for meat requires an unusually long time. Liquids in small quantities 
are easily swallowed, but in large quantities produce a feeling of 
suffocation. Makes a slight noise during sleep. No dyspnoea. No 
reliable history of congenital syphilis. Oro-pharynx presents a broad 
white band extending across its posterior wall. Behind uvula it 
leaves a gap measuring some £ x £ inch. On depressing the tongue 
firmly the upper end of a second opening comes into view. Irregular 
granulations on sides of cicatrix. With laryngoscope the cicatrix is 
seen to extend to either side of the epiglottis, leaving a heart-shaped 
opening about £ inch across, through which the larynx is seen. 

Nose. —Catarrh. 

Ears .—A perforation of either membrane. 

November 19th.—Under cocaine the lower opening in cicatrix was 
enlarged posteriorly by removal of a piece of the cicatrix of about the 
size of half a sixpence. The tendency to contraction was as far as 
possible prevented by systematic dilatation with the forefinger. The 
result is that the opening is slightly larger and the patient swallows 
quite well now, but still makes some noise during sleep. It was thought 
that a large ulcer on the posterior pharyngeal wall had, in healing, 
drawn the two sides of the pharynx together. 

Dr. Hall thought that no further treatment was advisable in this 
case. 

Mr. Charters Symonds referred to two cases of pharyngeal stric¬ 
ture. One in a syphilitic child, where the opening was small and 
annular, admitting the tip of the forefinger. The child could 
swallow freely through the opening. In the other the pharynx was 
closed at the root of the tongue by a thin web, in which was a small 
orifice. The palate was not adherent, and nasal respiration was 
possible. He did not think that dilatation by bougies was of any use 
in such cases. 

Myxcedema tbeated by Feeding with Fresh Thyroid Gland. 

Mr. Cresswell Baber showed photographs of a patient, a 
married lady, set. 57, who had exhibited symptoms of myxoedema for 
about ten years. First seen January 24th, 1893, in consultation 
with Dr. Uhthoff. Thyroid gland could not be felt. 

January 27th.—Half lobe of raw sheep's thyroid was given. This 
was followed in about thirty hours by the usual “ aching" all over 
the body. Temperature, which had been subnormal, rose, and a 
teasing, hacking cough came on. Examined on February 3rd the 
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larynx and pharynx were found normal. No abnormal chest-sounds, 
except slight rhonchus. Tenderness on pressure over region of 
thyroid isthmus. Puffiness slightly diminished. 

During next three weeks rather over half a lobe of gland was given. 

On 26th her head began to feel queer, as if she were going out of 
her mind. She became completely changed from her usual manner, 
being very excitable, trying to lock herself into her room, and 
exhibiting symptoms resembling subacute mania, with sleeplessness. 
Seen March 4th she had a wild look about her eyes, but no delusions. 
Her appearance had greatly improved. There had been general 
desquamation, which was still going on on hands and feet. Ordered 
Ammon. Bromid. gr. x, 4tis horis. Soon after this the head sym¬ 
ptoms disappeared, sleep returned, and the patient gradually im¬ 
proved. One third of a lobe of thyroid given at longer intervals 
produced slight headache, but no further head symptoms. Previous 
to other treatment there had been no mental disturbance, and there 
is no insanity in the family. 

Between January 25th and April 28th she lost 1 stone 1 lb. 6 oz. 
in weight. Very slight return of perspiration, which was absent before 
treatment. Some regrowth of hair on head. Marked improvement 
in brightness of intellect, quickness of movement, &c. The presence 
of tenderness over the region of the thyroid isthmus with cough and 
attacks of choking at night are said to have occurred on and off for 
several years, and were perhaps temporarily intensified by the treatment. 

Dr. Clifford Beale showed a case of myxoedema successfully 
treated by small doses of simple glycerine extract of thyroid gland. 
Considerable laryngeal dyspnoea bad at first been present, owing to 
oedema of the uvula, ary-epiglottic folds, and other parts of the 
larynx, which had subsided. The skin had been perfectly dry until 
small doses of pilocarpin had been given, after which sweating had 
been at first profuse but normal ever since. 

Syphilitic Disease of Pharynx and Larynx in a Tubercular 

Subject. 

Dr. Clifford Beale showed a patient with marked family history 
of phthisis, and a clear history of infection of syphilis four years 
previously. The pharynx was scarred and cicatrised, but the larynx 
when first seen presented all the familiar appearances of tubercular 
disease, except for detachment, and contraction of the detached end. 
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of the left ventricular band. Under treatment all the acute symptoms 
had disappeared, but the cedematous swelling of the epiglottis and the 
arytsenoid cartilages had only begun to get less after the syphilitic 
signs had cleared up. 

Rhinitis atrophica f<etida. 

Dr. William Hill showed a pathological specimen of rhinitis 
atrophica foetida in association with— 

1. Altenee (? congenital) of— 

(a) Septum (mostly absent). 

(b) Middle turbinals. 

(c) Inferior turbinals. 

2 . Cleft of hard palate (complete). 

There appeared to have been at a former period a cleft of soft 
palate and hare-lip, since united by operation. The openings into the 
accessory cavities were normal, with the exception that there was a 
large accessory opening into the antrum of Highmore on each side. 
The sphenoidal sinuses were small. 

Mr. Stewart suggested that the absence of the turbinals was due 
to the atrophic rhinitis, and not the rhinitis to the absence of the 
bones. A congenital malformation might have been present in 
addition to the rhinitis. 

Mr. Baber thought that the condition was probably the result of 
syphilis. 

Dr. Hill, in reply, urged that the symmetrical absence of the parts, 
the cleft in the palate, and the want of evidence of bone disease, 
pointed to a congenital rather than a pathological origin. 

Right Hemiplegia; Paralysis op Right Half of Soft Palate 
and Abductor-paresis of Right Vocal Cord, the last- 
named CERTAINLY NOT OF CORTICAL ORIGIN. 

Dr. Feux Semon showed this case. K. H—, set 19, dressmaker. 
(The patient is shown by kind permission of Dr. Hughlings Jackson, 
F.R.S., under whose care she is at present as an in-patient in the 
National Hospital for Epilepsy and Paralysis.) 

Hiitory .—Previously always well. Family history good. In 
December, 1890, a box of matches got alight in the patient’s hand 
one night, frightening her very much, although she was not burnt. 
But the fumes, she says, went down her throat. Next morning on 
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waking she was unable to apeak or to move her right arm and leg. 
Fluids also regurgitated through the nose. She remained like this 
three to four days: then first the speech returned, a little later she 
could swallow well, in about fourteen days the leg began to get better, 
and she could walk in four to five weeks; about a month after the 
attack the arm began to improve, and since then she has gradually 
recovered. 

Preaent condition. —No facial or ocular paralysis. Tongue not 
wasted, put out in median line. The soft palate on phonation is 
decidedly drawn up towards the left. Its right half acts less to 
faradism than the left. Tactile sensibility and reflex irritability. 
Voice very slightly nasal, but all consonants correctly pronounced. 

Larynx. —Eight vocal cord does not stand quite in median line, but 
very near it, and on attempted phonation makes a slight but very 
distinct inward movement, so that during the act of phonation, the 
left cord coming up perfectly normal, the glottis is entirely closed in 
the median line. On inspiration the right cord returns to its previous 
position very near the median line, whilst the left is well abducted. 
In deep inspiration the right cord does not go any further outwards, 
whilst the left goes completely to the side of the larynx. The right 
Santorinian cartilage stands considerably more inwards than the left, 
so that, even apart from position of the right vocal cord, the laryngeal 
image is somewhat asymmetrical. The laryngeal conditions appear to 
be stationary. 

Arms. —The right arm feels colder to the touch than the left. 
Eight deltoid appears smaller than the left, and the right arm moves 
less perfectly than the left. She cannot put the right hand to the 
back of her head, and, as she raises the arm, there is more rotatory 
movement of the right scapula than on the left. Flexion and 
extension of the right elbow are less powerful than on left. Flexion 
and extension on right wrist very imperfect. Eight fingers in a state 
of flexion, allowing of passive extension, but can only be moved volun¬ 
tarily to a small extent. No defect of sensation. 

Legs. —Movements are perfectly carried out, but with less power 
on right than on left. Plantar reflexes present, more on left than on 
right. 

Slight systolic murmur over base. 

Lungs normal. Catamenia normal. 

Remarks. —The interest in this case, of course, centres in the 

§ 



14 


question, whether the paralysis of the soft palate and larynx are of 
cortical origin or not. With regard to the palate I wish to leave this 
question somewhat open, although I do not know of any clinical 
case proving the occurrence of cortical paralysis of the palate, because 
Mr. Horsley tells me that he and Beevor have obtained unilateral 
movements of the opposite half of the soft palate on cortical excitation. 
The laryngeal paralysis, however, I feel convinced is not of cortical 
origin, and this for the following reasons : 

The only experimenter who states that he has obtained isolated 
movements of the opposite vocal cord on gentle stimulation of the 
phonatory area in the cortex ( i . e. just posterior to the lower end of 
the prsecentral sulcus at the base of the third frontal gyrus in the 
monkey, and in the praecrucial and neighbouring gyrus in the carni¬ 
vora) is Masini. Previously Krause had found that unilateral irrita¬ 
tion always produced dilateral effect, and Horsley and myself in very 
numerous experiments, performed both before and after Masini’s pub¬ 
lications, have also always obtained a dilateral effect, and have never 
been able to corroborate Masini’s statement (vide paper "On the 
Relations of the Larynx to the Motor Nervous System," ‘ Deutsche 
medicin. Wochenschrift,’ No. 81, 1890). 

On one point, however, all experimenters are agreed, viz. that the 
laryngeal movements obtained on stimulation of any part of the cortex, 
always —except in the cat—are of the nature of adduction of the 
vocal cords, never of adduction. This result is entirely in accord with 
our general physiological notions on the two widely different functions 
of the larynx, its purposive function, phonation, only being specially 
represented in the cortex by the movement of adduction, whilst its 
more automatic function, respiration, has its centre in the medulla, 
and is manifested by the movement of inspiration, i. e. adduction of 
the vocal cords. 

Even supposing, therefore, that Masini’s contention were correct, 
and that an isolated cross effect could be exercised from one cortical 
phonatory centre, this effect could only concern the movement of 
adduction. Or, pathologically expressed, supposing that such an 
isolated cross-effect existed and that the area from which it proceeded 
was destroyed in man by disease or injury, this could only manifest 
itself by the opposite vocal cord remaining behind in voluntary adduc¬ 
tion, i. e. in phonation, just as we see it dilaterally in functional aphonia. 
The respiratory position of the vocal cords, however, would in such it 
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hypothetical case of coarse be the same as under normal circumstances, 
and the inspiratory movement, i. e. deduction of the affected cord, 
would be effected without the least hindrance to its fullest extent, as 
this movement is entirely governed by bulbar influences. 

In the present case, however, the actual conditions are quite the 
reverse from what one would expect them to be, if Masini’s state¬ 
ments were correct: the right vocal cord is fixed near the median line 
during respiration, its purposive cortical movement, i. e. adduction 
during phonation, is still effected, whilst the actual impairment con¬ 
cerns the automatic and eminently bulbar movement, i. e. adduction 
during inspiration. 

Prom these facts the conclusion appears justified, that the laryngeal 
paralysis cannot be of cortical origin, and that it must be due to a 
lesion further down. The diminished reaction of the right half of the 
palate to faradic excitation certainly points in the same direction. 

Attention may finally be directed towards the very remarkable case 
of hemiplegia, in many respects closely resembling the one now pre¬ 
sented, and in which there was also adductor-paralysis of one vocal 
cord with paralysis of the corresponding half of the soft palate, 
which was brought forward as an example of cortical laryngeal para¬ 
lysis before the Laryngological Section of the Eighth International 
Medical Congress of Copenhagen in 1884 by Dr. Bryson Delevan, of 
New Tork, and in which the post-mortem examination made four 
years later in the most thorough and painstaking manner, conclusively 
proved that the assumedly cortical paralysis of the vocal cord in 
reality was due to a focus of softening in the medulla , completely 
destroying the motor vagus-nucleus (‘ New Tork Med. Journal,* 
22 nd June, 1889). 

Isolated Tertiary Syphilts op Naso-pharyngeal Cavity, simu¬ 
lating Paralysis of Left Half of Soft Palate. 

Exhibited by Dr. Felix Semon. J. W —, set. 80, accountant. Two 
months ago the patient suffered from what was declared to be tonsillitis. 
On recovering from this the voice assumed a very nasal timbre, which 
still persisted when the patient was first seen on April 26th. There 
had, however, never been any regurgitation of fluids through the nose, 
no paralysis of any other part, and there was no evidence that the 
acute attack had been of diphtheritic character. 
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On examination it was seen that the soft palate, which otherwise, 
as well as the rest of the mouth; throat, and larynx, seemed qnite 
normal, was on phonation distinctly drawn up towards the right. No 
ocular paralysis. 

On posterior rhinoscopy almost the whole upper part of the naso¬ 
pharyngeal cavity was seen to be ulcerated, a deep ulcer with steep 
edges especially occupying the posterior surface of the right half of 
the soft palate. 

On inquiry it was then elicited that the patient had had a chancre 
ten years ago, but, according to his statements, there had never been 
any secondary symptoms. 

It is difficult to say why the palate should be drawn up on phona¬ 
tion towards the right , the ulceration prominently occupying that side 
of its posterior surface, and no explanation of this fact is ventured 
upon. 

The ulceration is rapidly healing under the use of iodide of potassium 
and mercury, but is still distinctly visible on the posterior surface of 
the right half of the palate. 

Pachydermia op the Larynx. 

Two cases exhibited by Dr. Felix Semon. J. G—, aet. 42, soli¬ 
citor, and G. G—, set. 52, clergyman. 

The two cases were typical, and only shown on account of the com¬ 
parative rarity of the affection. In the case of Mr. J. C— the left, 
in the case of the Rev. G. G— the region of the right vocal process, 
was the part affected, and in both cases the characteristic indenta¬ 
tions on the top of the tumefaction were very well marked. Special 
attention was directed towards the free mobility of the affected cords. 
In both cases the voice was but very slightly hoarse and there was 
but little local discomfort. The case of Mr. J. C— is of about three 
months' standing, that of the Rev. G. G— of nearly a year’s; the 
unusual persistence of the latter case is probably to be attributed to 
chronic alcoholism of very pronounced type. (It may be also men¬ 
tioned that this patient, who for fourteen years or more has had two 
symmetrical lymphomatous tumours in the nape of his neck, has 
recently developed several more of these at the sides and in front of 
the neck. They are, however, diminishing under the use of arsenic 
in large doses.) 
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The treatment in both cases has consisted in as complete rest of 
the voice as possible, iodide of potassium internally, frequent sucking 
of ice. In both cases so far the affection has remained almost limited 
to the vocal cord first attacked. Only in the case of the clergyman 
a very small indentation, corresponding to the summit of the swelling 
opposite, is now becoming visible on the posterior end of the left vocal 
cord. 

Dr. Hall, who had seen one of these patients some six months 
previously, concurred in the diagnosis, and commented upon the 
slight change that had taken place in the interval. 

In reply to various questions, Dr. Semon stated that the disease 
did not show any preference for one or the other side. It generally 
appeared on the processus vocalis, and usually in voice users. It was 
certainly maintained by any condition such as chronic alcoholism 
which tended to keep up irritation. As a rule, the disease got well 
under the steady use of iodide of potassium. Attempts at removal 
were usually unsuccessful, and perichondritis was apt to follow. The 
crateriform depression on the tumour and the perfectly free move¬ 
ment of the cords were very strong diagnostic points. 

Tabes Dorsalis ; Bilateral Paralysis of Glottis-openers with 
Paralysis op Internal Tensors op more than twelve 

YEARS* STANDING. 

Exhibited by Dr. Felix Semon. W. G—, set. 02, fishmonger. 
The patient, whose initial tabic symptoms dated back, according to his 
own statements, to nearly twenty-five years ago, had suffered from fully 
developed bilateral paralysis of the posterior crico-arytaenoid muscles 
to a certainty as far back as 1881, when he was in Guy’s Hospital under 
Dr. Goodhart, by whose permission he was shown to the Laryngological 
Section of the International Congress in London (‘Trans. Intemat. Med. 
Congress/ 1881, vol. iii, p. 332). Since then the general tabic sym¬ 
ptoms, which are of the ordinary kind, have made, though steady, yet 
exceedingly slow progress, and it need only be mentioned that in the 
right knee Charcot’s joint-disease has developed, and that in the larynx 
bilateral paralysis of the internal thyro-arytaenoid muscles, manifested 
by elliptic gaping during inspiration of the glottis, which otherwise 
remains closed in front, and posteriorly has been superadded to the 
bilateral paralysis of the posterior crico-arytsenoid muscles. 

Remarks .—The case is again shown : 

1 . On account of its uncommonly slow course and the persistence 
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for certainly more than twelve years of the paralysis of the glottis- 
openers. 

2 . Because the paralysis of the internal tensors developed since 
1881 corroborates the statement made by me in 1883, and since illus¬ 
trated by Burger, viz. that these muscles are the next in order of occur¬ 
rence to succumb to progressive organic disease, after the abductors. 

8 . Because this very paralysis of the internal tensors whilst the 
cords remain in the mid-line, incontrovertibly shows that the whole 
process is one of primary paralysis, and not one of primary neuropathic 
contracture. 

4. Because this patient (as well as the one shown at the last meet¬ 
ing) is able, although his posterior crico-arytaenoid muscles undoubt¬ 
edly must have undergone almost complete fatty degeneration and 
atrophy, to produce without the least effort both high and low notes, 
which strongly militates against the supposed existence of a synergy 
of the antagonistic laryngeal muscles in the performance of their 
functions. 


Chronic Induration in Pharynx. 

Dr. Scanes Spicer showed a patient, set. 50, a married woman, 
who had complained of difficulty of swallowing, especially of solids, 
which always required washing down with liquids ; no pain, but a bad 
taste in mouth. 

Had an injury over right temple ten years ago, leading to an 
external swelling. This disappeared and a swelling appeared inside 
mouth in region of right ascending ramus, which were lanced with 
escape of blood only, and novo shows scars and thickening. No 
specific history. Catamenia stopped seven years ago. 

There was an old perforation of posterior wall of pharynx on right 
side, through which was seen a yellow slough with much induration of 
right posterior pillar and adjacent parts. 

Papillomata of Nostril and Gum. 

Dr. Scanes Spicer showed microscopic specimens of the growths 
from the patient shown at the last meeting. One had been removed 
in 1888 and the other in 1893, and both appeared to be typical 
papillomata. 

Mr. Charters Symonds thought that the microscopic characters 
pointed to the lupoid nature of the case. There was abundant small- 
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celled granulation tissue, arranged in nodules. The papillae were 
irregular, and some of them very large. 

Lupus of Nose. . 

Mr. W. E. H. Stewart showed a patient, E. B—, set. 58. Fell 
on nose fourteen years ago and broke it. Some little while after the 
nose began to get blocked on the left side and sore outside. When 
seen last year left nostril was completely blocked by a papillomatous 
growth from the septum, and there was some superficial ulceration of 
the left side of the nose and upper lip. The growth was destroyed 
by the galvano-cautery, and antisyphilitic treatment was tried. The 
patient did not much improve. Unna's plaster was then applied to the 
outside of the nose and gave the characteristic reaction. The patient 
refused further operative treatment. 

Mr. W. E. H. Stewart also showed the following case: 

E. F—, set. 10, came to the Great Northern Hospital two years 
ago, complaining of a stoppage of the nose and swelling outside which 
she had had for three years. The skin over the right side of the nose 
was smooth and thickened, the inside of the nose was quite normal, 
but the naso-pharynx was packed with adenoids. There was some 
keratitis and one tooth was decidedly pegged. The parents are both 
healthy, have nine children ; this one, who is a twin, comes about 
seventh or eighth. The adenoids were scraped and there was a great 
improvement, but the thickening of the nose never got much less. 
Some time after, the nose again becoming stopped, the right nostril was 
found blocked with what looked like lupoid tissue. It was well 
scraped and lactic acid applied, and the breathing greatly improved, 
but the thickened condition of the skin remained, and some brownish 
patches and slight superficial ulceration appeared. This, however, 
has not yielded any reaction to Unna’s plaster. The left nostril has 
now begun to be blocked. 

Mr. Cresswell Baber said that he had found resorcin of some 
value in the form of ointment in cases of external lupus of the nose. 

Dr. Hall asked if the direct application of cold had been tried in 
such cases, as advised by some continental observers. 

Dr. Beale related a case of lupus of the cheek, in which he had 
used small ice-bags for several hours at a time over a period of about 
three weeks, with much discomfort to the patient and no result what¬ 
ever upon the disease. 

w Mr. Stewart proposed to try resorcin. He mentioned the case of 
sarcoma shown at the last meeting, in which he had been using large 
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doses of arsenic as recommended by some of the members present. 
Hitherto it had done no good. 

Probable Malignant Disease op Epiglottis and Bight Side 

of Larynx. 

Mr. Butlin exhibited a patient, set. 62, a pastrycook, who had been 
attacked with almost sudden dysphagia six months ago. Enlarged 
gland discovered shortly afterwards. A little blood in expectoration 
occasionally (blood-tinged sputa only). Temperature normal. Urine , 
no albumen. Lunge natural. No history of syphilis. One brother 
said to have died of consumption. Has been taking Potass. Iod. 5 to 
10 gr. for nearly a month. Grows worse instead of better. 

Traumatic Perichondritis ? of Larynx. 

The patient, a male, set. 62, exhibited by Mr. Charters Symonds, 
stated that four months ago he felt sudden pain in the left side of 
the larynx while eating fish, since which time he had had a painful 
spot on the left side and an irritable cough. When seen some ten 
days after there was a good deal of swelling of the left arytenoid, 
which looked shiny and smooth. Later it extended along the fold 
and the cord became fixed. At the present time there is a rounded 
smooth swelling of the arytsenoid and ary-epiglottic fold, with fixation 
of this side. There is no rough surface, no ulceration, no purulent 
secretion, no external swelling. Antisyphilitic remedies have not done 
good. There is a suspicion of phthisis at the left apex. The case 
appears either a traumatic perichondritis or a new growth. 

Epithelioma of Epiglottis. 

Mr. Charters Symonds showed a male patient, set. 60, who gave 
a history of ten months. The epiglottis was very much enlarged and 
thickened, and deeply ulcerated in its posterior surface. There were 
numerous glands in the neck also. A case was referred to in which 
the entire epiglottis was removed through the neck, with complete 
relief to all the symptoms. In the present case the patient swallowed 
fairly well. 

Dr. Semon thought that the case was probably one of traumatic 
perichondritis, but observed that very little reliance could be placed 
on his tories of sudden affections of the larynx, as they were often 
shown to be misleading. 
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Felix Semon, M.D., F.E.C.P., Vice-President, in the Chair. 


E. Clifford Beale, M.B., 
Scanes Spicer, M.D., 


Secretaries. 


Present—17 Members and 2 Visitors. 

The following gentlemen were elected Members of the Society: 

Charles Rotherham Walker, M.D., Leytonstone. 

Dennis Embleton, M.R.C.S., Bournemouth. 

Henry Davis, M.R.C.S., London. 

Vincent Dormer Harris, M.D., F.R.C.P., London. 

William Arthur Aikin, M.D., London. 

The following candidates were proposed for election: 

Patrick Watson - Williams, M.D., Bristol. 

Walter G-eorge Spencer, M.B., F.R.C.S., London. 

William Hale White, M.D., F.R.C.P., London. 

The minutes of the previous meeting were read and confirmed. 

An exhibition of pathological specimens, macroscopic and micro¬ 
scopic, illustrating malignant disease of the larynx, was opened by 
Mr. Butlin, who showed the following specimens, brought by the 
kind permission of the authorities from the museum of St. Bartho¬ 
lomew’s Hospital. 

1. Recurrent epithelioma (intrinsic) which had grown through and 
around the tracheotomy wound. From a man set. 43; thyrotomy 
three months before death; very rapid recurrence. 

2. A larynx from which (intrinsic) epithelioma had been removed. 
A man set. 60; large abscess cavity around the tracheotomy wound. 

3. Epithelioma (intrinsic) from a man set. 56, who had presented 
symptoms for some months, and had been brought in dead of dyspnoea. 

4. The parts removed from case of epithelioma of larynx (intrinsic). 
Patient set. 50; symptoms of two years’ duration. Disease began as 
warty growth of left vocal cord. 
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5. Epithelioma (extrinsic) from a man set. 40. Symptoms of some 
months' duration; dyspnoea and dysphagia; death from sudden 
attack of dyspnoea, although tracheotomy was performed. 

6 . Epithelioma (extrinsic). Man set. 45, who died two days after 
admission. 

7. Epithelioma (extrinsic), old specimen. 

Dr. db Havilland Hall exhibited a specimen from the West¬ 
minster Hospital Museum (No. 784), the larynx of F. B—, a gentle¬ 
man set. 56. The right half of the larynx was the seat of a ragged 
epitheliomatous growth, which extended across the middle line and 
affected the anterior part of the left vocal cord. 

F. B— was examined by Dr. Hall for life assurance in June, 1884, 
and as he was hoarse a laryngoscopic examination was made, and a 
condition of chronic laryngitis discovered; the applicant stated that he 
had had hoarseness for twenty years. He consulted Dr. Semon on 
account of hoarseness in January, 1885, who noted “ congestion and 
relaxation of vocal cords." In August, 1886, F. B— placed himself 
under Dr. Hall's care. He was then suffering from almost absolute 
loss of voice, and had some difficulty in swallowing. The right ary- 
epiglottic fold was swollen and concealed the vocal cord. There was 
some external swelling. There was no history of syphilis. Under the 
influence of iodide of potassium marked improvement occurred, but as 
there had been an attack of laryngeal spasm, tracheotomy was advised 
but refused by the patient. Three months later he was found dead 
in his bedroom, evidently from an attack of spasm. 

Dr. Felix Semon showed the following specimens: 

1 . The left half of a larynx removed for epithelioma of the left 
ventricle of Morgagni on May 3rd, 1887, by Dr. Hahn of Berlin. 
This was the well known case of the late Mr. Montagu Williams. The 
patient entirely recovered from the operation, regained his voice to 
such a degree that he was able to fulfil for nearly six years the duties 
of a police magistrate, and finally died in the commencement of 1892 
from cardiac disease, altogether unconnected with the previous laryn¬ 
geal trouble. The case has been described in the ‘ Transactions of 
the Clinical Society,' vol. xx, 1887. 

2 . The right half of a larynx, removed by Sir William MacCormac 
on November 1st, 1887, on account of infiltrating epithelioma, from 
a gentleman set. 57. The patient had been strongly advised to 
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undergo the operation at a considerably earlier date, but could not at 
once make up his mind, and when he finally consented the operation 
had become considerably more extensive than had been originally 
contemplated, the growth by that time having perforated externally 
beneath the crico-thyroid muscle. The patient died on the second 
day after the operation, apparently from septic pneumonia. No post¬ 
mortem examination was permitted. A remarkable feature of the 
case was the circumstance that there was an epitheliomatous insula in 
the middle of the left vocal cord, probably due to contact. The 
specimen well illustrates the necessity of arriving at a definite dia¬ 
gnosis in certain cases of malignant disease of the larynx from clinical 
symptoms only, without the aid of the microscope, as the infiltrating 
nature of the growth in this case rendered the intra-laryngeal removal 
of a fragment for the purposes of microscopic examination impossible. 
The case has been described as Case 2 in a paper read by Dr. Semon 
and Mr. Shattock before the Pathological Society of London under 
the title, "Three cases of Malignant Disease of the Air-passages.” 
‘ Transactions of the Pathological Society,’ 1888. 

8. Two specimens, one showing what remained of the larynx, the 
other a great part of the necrosed cartilaginous framework expector¬ 
ated during life of a case of laryngeal cancer in which haemorrhages, 
perichondritis, and exfoliation of the greater part of the laryngeal 
cartilages occurred. Subsequently pleurisy, gangrenous pneumonia, 
and death ensued. The case has been described under the above 
title in vol. xxii, 1889, of the Clinical Society’s 4 Transactions.’ It was 
shown again to illustrate the fact that cancerous perichondritis in no 
way, clinically or histologically, differs from any other form of peri¬ 
chondritis. During life the symptoms of perichondritis had for a 
considerable time completely masked the phenomena of malignant 
disease. 

4. The case to which this specimen belonged had been described in 
considerable detail in the Collective Investigation of the ' Interna¬ 
tionales Centralblatt fur Laryngologie ’ concerning the question of the 
transition of benign laryngeal growths into malignant ones, especially 
after laryngeal operation, on p. 160, et seq. The patient was a lady 
who first began to suffer from hoarseness and later on aphonia at the 
age of twenty-five. When, five years later, she consulted Dr. Semon, 
another London laryngologist had already operated in her larynx for 
a considerable time without improving the voice. When first seen by 
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Dr. Sefioon the larynx was in such a condition of swelling and con¬ 
gestion that it was impossible to decide whether the vocal cords had 
grown together anteriorly or whether there was a growth between 
them. Only after nearly a year’s interval could it be seen that there was 
actually a papillomatous growth below the anterior commissure. The 
growth was removed and the patient fully regained her voice. For 
fully two and a quarter years after this she remained well, periodical 
laryngoscopic examination showing the complete integrity of the vocal 
organ., In May, 1888, it was seen that fresh growth began to 
appear at some distance from the original attachment of the papil¬ 
lomata, viz. on the lower surface of the epiglottis. The vocal cords 
were somewhat swollen and congested, their movements more sluggish 
than under normal circumstances. Within the next one and a quarter 
years, during which time the patient was under the care of 
Dr. Barclay Baron of Bristol, rapid development of growth took 
place in the larynx, an abscess formed in front of the thyroid carti¬ 
lage, which had to be opened and never healed; and the patient, in 
whose case a radical operation for various reasons was quite out of 
the question, died in September, 1889. For fuller details of this 
very interesting case the original must be consulted. At the post¬ 
mortem examination it was seen that the whole larynx was involved in 
new growth, which microscopically was found to be a squamous-celled 
carcinoma. The vocal cords and ventricular bands could no longer 
be distinguished. The greater'part of the thyroid cartilage had been 
eaten away, and the tumour, having perforated the anterior wall of the 
larynx, externally formed an extensive swelling below the anterior 
muscles of the neck. Within the tumour itself a large cavity was 
found lined by a markedly papillary surface, which only in some 
small portions was ulcerated. 

The case is most remarkable in many respects, first, in its exces¬ 
sively long duration (from the beginning of aphonia to the death of 
the patient not less than 10£ years). Second, in the fact that herein 
reality, a malignant new growth appeared to have followed a benign 
one, inasmuch as the two and a quarter years’ interval between the 
removal of the original papillomata, during which repeated examina¬ 
tions showed the complete anatomical integrity of the larynx, practi¬ 
cally excluded the idea that the disease had been a priori malignant. 
This interval equally excludes the interpretation that a transformation 
might have been produced by the irritation caused by the intra-laryngeal 
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operations. Thirdly, the marked tendency in this case to retain the 
original papillary type is very interesting indeed. When a year and 
a half before death recurrence was first manifested, the intra-laryngeal 
appearances were still those of papillomata, and the walls of the abscess 
cavity resulting from the perichondritis and disappearance of the thy¬ 
roid cartilage, although epitheliomatous in character, show even now 
this papillary type most markedly. 

Finally, it deserves to be mentioned that both the original papilloma 
and the subsequent development more than five years later of malignant 
disease of the larynx followed childbirth. 

5. Two specimens of a case of malignant disease of the larynx, 
which originally appeared in the form of a pedunculated growth, 
springing from the left arytaeno-epiglottidean fold. The patient was a 
gentleman aged 44, who was sent to Dr. Semon in 1891 by Dr. 
Malbranc of Naples, with the diagnosis of angioma of the larynx, and 
the appearances fully justified that diagnosis. The tumour was easily 
removed with the galvano-caustic loop, and on microscopical examina¬ 
tion turned out to be not an angioma but an apparently typical papil¬ 
loma surrounded by a shell of partly fresh, partly organised blood-clot 
(microscopic preparations shown). So far the case has been fully 
described by Dr. Semon aud Mr. Shattock in the * Transactions of the 
Pathological Society * of 1891, page 37 et seq. Four and a half 
months later the tumour had recurred, and on being again removed 
showed distinct evidence of epitheliomatous nature. Subhyoid 
pharyngotomy was performed, and the basis of the growth entirely 
removed. On the third day after the operation the patient suddenly 
became comatose, the temperature rose to 107°, and twenty-four 
hours later death ensued. 

At the post-mortem examination oedema and congestion of the brain, 
and considerable fatty degeneration of the liver were found (the 
patient was a hard drinker), but no clue as to the cause of the coma 
and the fatal issue was obtained (see ‘ Internationales Centralblatt fur 
Laryngologie/ vol. viii, p. 317). 

The microscopic preparations (which were demonstrated) were most 
curious, in so far as they showed the simultaneous existence of epi¬ 
thelioma and papilloma in almost all the specimens without any evidence 
of transition of the one into the other. Apart from this, the case 
was of importance because it was the first instance known in which 
malignant disease of the larynx had been observed to appear origi- 
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nally in the form of a pedunculated angioma. Besides several clinical 
points which were present in this case, and which had already on pre¬ 
vious occasions been urged by the reporter as characteristic for the 
malignancy of an apparently innocent tumour,—such as repeated 
haemorrhages, quick recurrence, spontaneous pains, difficulties in 
swallowing,—the unusual situation of the growth and the patient’s age 
were referred to as giving valuable aid in diagnosis. 

6. The specimen shown was removed by partial laryngectomy from 
the larynx of a gentleman aged fifty, who was sent to Dr. Semon by 
Dr. Kendal Franks of Dublin, and who had been suffering for several 
years from a curiously irregular tumefaction of the left vocal cord, 
the nature of which for a long time was doubtful, it being in part 
almost transparent. The diagnosis was left open between fibro-cystic 
degeneration of the cord, fibroma, and malignant disease. At last, in 
1891, rapid changes took place in the appearances, and when the 
reporter saw the patient in the spring of that year, a general infiltra¬ 
tion of the left half of the larynx had occurred. Kadical operation 
was advised. The patient agreed, and only stipulated that no chloro¬ 
form should be given, as he was supposed to suffer from weakness of 
the heart. It was suggested that ether should be given by the rectum, 
and the suggestion was followed, but this method certainly did not 
show to advantage in the present case. It took more than half an 
hour before the patient was sufficiently under the influence of the 
anaesthetic to commence the operation, large quantities of ether had to 
be used, and when the operation was finished the patient looked very 
white, and the pulse was very irregular. He also towards the end of 
the operation coughed up considerable quantities of fluid watery blood, 
the appearance of which was totally different from the expectoration 
sometimes met with in cases in which no complete occlusion of the 
trachea has been obtained. This expectoration continued, and three 
hours afterwards copious bloody discharges took place from the rectum, 
which in appearance was absolutely the same as the bronchial expec¬ 
toration, and only in addition were very offensive. Within a few hours 
from the operation the temperature began to rise, the patient sweated 
profusely, and gradually got more and more comatose. With increas¬ 
ing coma, a temperature of 107°, and continuance of the bronchial 
and rectal secretions, the patient died twenty-four hours after the 
operation. 

At the post-mortem examination, intense congestion of almost the 
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whole of the intestinal tract and of the bronchial mucous membrane 
was found, and there could be no doubt that death was due to ether. 

The reporter added that nothing but a strong sense of duty could 
have induced him to report this lamentable case which might serve as 
a warning to future operators. It will later on be published in extenao. 

7 and 8. The two last specimens illustrate the tendency of infiltrat¬ 
ing malignant disease of the thyroid gland to become pedunculated when 
perforating into the large air-passages. The first was removed at the 
post-mortem examination of a man aged thirty-nine. It was a case 
of cylinder-celled carcinoma, and has been fully described in Dr. Semon 
and Mr. Shattack's paper, “ Three cases of Malignant Disease of the 
Air-passages," ‘ Transactions of the Pathological Society of London/ 
1888. 

The second one is a specimen of epitheliomatous disease of the 
thyroid gland, iu which repeatedly pedunculated projections grew into 
the trachea. At one time a projection which had been seen in the 
trachea by two competent observers completely sloughed away, so 
that two other distinguished observers could not detect a trace of its 
former existence ten months afterwards. The case is described in full 
in the forthcoming volume of the ‘ Transactions of the Royal Medical 
and Chirurgical Society.' 

Discussion with especial reference to the present position of the 
question of radical operation. 

Mr. Butlin, after referring to some of the specimens which he had 
brought from St. Bartholomew’s Hospital Museum, said that to 
condense his remarks he would divide them under three headings: 
first, the circumstances under which laryngeal cancer should be 
removed; second, the operation which should be practised; third, the 
after-treatment of patients who had been operated on. Under the 
first heading he had little to add to what he had before said, but 
would repeat that the most favorable cases are those in which the 
disease is of intrinsic origin, and still limited to the interior of the 
larynx, is of small extent, uncomplicated, and particularly in which it 
lies towards the front of the larynx. Under the second heading, also, 
he bad little to add to what he had previously said. The more he 
had seen of the operative surgery of malignant disease of the larynx, 
the more convinced he was that removal of the whole or a large part 
of the larynx for malignant disease was seldom followed by sufficiently 
good results to justify the operation. The best results had followed 
and were likely to follow thyrotomy with very free removal of the 
soft parts in the interior of the larynx. He could look back on one 
case in which the patient was alive and free from disease more than 
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five years after operation (sections of this growth, epithelioma, were 
under the microscope on the table), and on another case in which the 
patient was still well four years after operation. Compared with 
operations for extensive or extrinsic disease, such thyrotomies were 
comparatively free from danger. Out of many of the latter he had 
/lost only one case; out of few of the former he had lost two cases. 

\' On the question of after-treatment he had more to say, because he 
* had given a good deal of attention to it, and had regularly during the 
N last three years carried out the suggestions he had made at Berlin. 
He removed Hahn’s tube directly the operation was over. He made 
no attempt to close the wound. No tracheotomy tube was used, and 
no dressing was inserted into the interior of the larynx. But the 
surface was dusted with iodoform, and the iodoform was frequently 
applied; this was easily effected. Watching these patients, he had 
found that when they swallowed, the two sides of the wound into the 
larynx separated to such an extent that the nozzle of the insufflator 
could be easily inserted between them, and the powder blown directly 
on to the raw surface. He regarded this as of the highest importance; 
he had a great opinion of iodoform in wounds of the mouth and 
larynx, but it was not likely to do good unless it reached the actual 
surface of the wound, and this was difficult to effect when the powder 
was insufflated through the mouth. He covered the external wound 
with a piece of iodoform gauze, which was changed as often as was 
necessary, even if this were fifteen or twenty times a day. Instead of 
propping the patient up in bed, he took away all the pillows except 
one, so that the head lay low, placed the patient on his side, and thus 
did what he could to diminish the tendency of discharges to pass 
down into the bronchi. And, last, he fed the patients chiefly by 
means of nutrient enemata during the first few days; but, usually, on 
the day following the operation, he encouraged an attempt to take 
fluids by the mouth. Water was first tried, and the patient was made 
to sit up and lean well forward, or to lean over the edge of the bed, 
so that the fluid which passed into the larynx ran out through the 
wound immediately. If the patient succeeded in taking water with¬ 
out getting any quantity of it into the larynx, he was allowed to take 
beef-tea, milk, &c., and to try soft solids. Mr. Butlin had not lost a 
case of thyrotomy since he had employed these measures, and he fully 
hoped that his later success was due to the better measures which 
had been adopted in the after-treatment of the patients. 

Mr. Cresswell Baber made a few remarks on perichondritis of 
the larynx, not associated with malignant disease. 

Dr. Semon, first in reply to the question addressed to him by 
Mr. Cresswell Baber, said that he did not deny the possibility of 
primary perichondritis of the larynx, but that such an event in his 
experience must be exceedingly rare. He had never seen a case in 
point. The poor vascularisation of the perichondrium a priori made 
the occurrence of a primary perichondritis a very unlikely event, and 
in all his cases, either at the time or later, a true explanation of a 
traumatic or diathetic character had been found. With regard to 
the indications for, and the technique of, radical operation as laid 
down by Mr. Butlin, he agreed practically, with the exception of a 
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few details, to everything that Mr. Butlin had said, and wished 
especially to emphasise the desirability of arriving early at a decision 
as to the nature of the laryngeal growth and of operating early. The 
chances then were infinitely better than if the operation were post¬ 
poned to a later period. Altogether the number of cases suitable for 
operation was small in comparison to the total of cases seen. He had 
now seen about 100 cases of malignant disease of the larynx in 
private practice, and had only in about 10 per cent, of all these felt 
justified in advising a radical operation, such as partial extirpation of 
the larynx or thyrotomy. The latter was, of course, not a very serious 
operation; at the same time he could not go so far as some of the 
continental surgeons did, and altogether deny or underrate its risks. 
Against septic pneumonia great care could perhaps protect to a 
certain degree, but the coma with rise of temperature which occurred 
in two of his cases, without the post-mortem examination giving a clue 
as to the cause of these phenomena, certainly formed a very serious 
feature, and one to be always taken into account when the prognosis 
of the operation was discussed. Broadly speaking, radical operation 
had been successful in his cases in exactly 50 per cent., i. e. in five 
cases the patients having survived in good health and without any 
recurrence for periods now varying from one and a quarter to seven 
years. Of the remaining five cases, in three earlier and hence less 
extensive operation might possibly have averted the fatal result, but 
in two cases death could not be accounted for. The methods of 
operation selected in his cases had been (1) partial extirpation of 
the larynx; (2) subhyoid pharyngotomy; (3) thyrotomy with and 
without resection of parts of the cartilaginous framework. The 
chances were, of course, the better the more the operation could be 
limited to the soft parts, hence he once more urged the desirability of 
early diagnosis and operation. 
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OP THE 

LARYNGOLOGICAL SOCIETY OF LONDON 


Ordinary Meeting, November 8th, 1893. 


P. McBride, M.D., Vice-President, in the Chair. 


E. Clifford Beale, M.B., 
Scanes Spicer, M.D., 


Secretaries. 


Present—20 Members and 8 Visitors. 

The following gentlemen were elected Members of the Society: 

Patrick Watson Williams, M.D., Bristol. 

Walter G-eorge Spencer, M.B., F.R.C.S., London. 

William Hale White, M.D., F.R.C.P., London. 

The following candidates were proposed for election: 

W. Milligan, M.D., Manchester. 

P. R. W. de Santi, F.R.C.S., London. 

Edmund H. Colbeck, M.D., London. 

Charles S. Ayres, M.D., London. 

Ernest B. Waggett, M.D., London. 

L. H. Pegler, M.D., London. 

Michael Foster, M.B., San Remo. 

The Chairman briefly referred to the loss the Society had sustained 
by the death of Mr. Arthur Hensman, one of its original members. 
The minutes of the previous meeting were read and confirmed. 

The following case was exhibited by Mr. E. Cresswell Baber. 


Congenital Occlusion of Posterior Naris, relieved by 

Operation. 

Master H—, set. nearly 6 years. Was first seen on August 16th, 
1892, in consultation with Mr. H. H. Taylor. 

History .—He had always had more or less difficulty in breathing 
through the nose, slept with his mouth open, and snored. Slight 
deafness at times. When an infant had great difficulty in sucking, 
both the breast and bottle, and had had discharge from right nostril 
since birth. 

Present state .—Partial nasal obstruction and difficulty in keeping 
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the mouth closed. Anterior rhinoscopy showed on the right side a 
good deal of mucous discharge, inferior turbinated body much 
enlarged, firm to the probe, and a slight bending of the anterior part 
of the septum to the left. Bight middle turbinated body normal. 
Left side, normal. Palpation only a few small adenoids; right choana 
blocked by an obstruction which did not project into the naso-pharynx. 
Left choana clear. After one or two unsuccessful attempts a view of 
the posterior nares by posterior rhinoscopy was obtained. Bight 
choana was found completely blocked by a smooth, slightly concave 
membrane, with a small, round, dark depression at its lower part, but 
no perforation visible. The membrane was pale, and had a small 
vessel running across it, and was also slightly depressed at its upper part. 
Left choana normal. Posterior margin of the septum not deflected. 
No air whatever passes through the right nostril on forcible expiration. 
Further examination from the front showed that on the floor of the 
right nasal cavity a probe passed in just over 2 inches, whilst a little 
above this it was arrested at a point rather over 1£ inches deep. On the 
left side the probe passed through the inferior meatus into the naso¬ 
pharynx to the depth of 3£ inches. On October 19th, under chloro¬ 
form given by Mr. Taylor, the probe encountered an obstruction at the 
right choana, but with pressure passed through it; a band of obstruc¬ 
tion appeared, however, to extend outwards from the posterior septum 
across the choana. This was broken down with forceps, and with a 
blunt chisel introduced through the nose, all being guided by a finger 
in the naso-pharynx. Down's No. 8 bougie with oval diameter then 
passed through into the naso-pharynx, and a probe introduced from 
the front moved vertically for about £ inch in the choana. No. 3 
bougie was at first passed daily, afterwards less frequently. The dis¬ 
charge gradually ceased, the right nostril became fairly clear, and on 
posterior rhinoscopy a vertical slit, measuring about £ inch, was seen 
near the centre of the membrane. But as some difficulty occurred in 
passing bougies Nos. 3 and 4, owing to their hitching on to a promi¬ 
nence on the back part of the septum, he was again put under 
anaesthetic on December 31st, and the projection on the septum 
attacked with a hollow chisel and mallet. The inferior turbinated 
body was at the same time crushed outwards by dilating freely with 
forceps, and as the result No. 4 bougie passed easily, and there has 
been no difficulty in passing it since. Posterior rhinoscopy showed that 
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the edges of the opening had healed, the opening itself being consider¬ 
ably larger, pear-shaped, and broader below than above. The right 
nostril was freely pervious, and there was no discharge. The bougie, 
which was at first frequently used, was now only passed by the mother 
once a month as a precautionary measure. 

In regard to the nature of the obstruction in this case, the treatment 
showed that it was partly membranous and partly bony, the latter con¬ 
sisting in a projection on the bony septnm about half an inch thick, but 
whether it was adherent to the inferior turbinated body in front of the 
membrane was uncertain. There was some asymmetry of the face, the 
right cheek being rather more prominent than the left, which helped to 
confirm the congenital character of the obstruction. The operative 
treatment in this case had been of benefit by producing considerable 
improvement in nasal respiration, and by arresting the discharge from 
the nose. 

"Dr. Dundas Grant remarked on the rarity of the affection, having 
only seen one case, and that in an adult. Forcible perforation of the 
obstruction was effected by means of a trocar; the opening was further 
enlarged by means of a probe-pointed knife, and a vulcanite tube was 
introduced. The patient was ultimately able to introduce the tube 
for herself, and to retain it for periods extending as long as a fortnight 
at a time. He referred to the hemiatrophy of the face, but on being 
reminded by Mr. Cresswell Baber that the atrophy was on the opposite 
side to the obstruction, expressed the opinion that the value of hemi¬ 
atrophy as an evidence of the congenital nature of the condition was 
more than doubtful. 

Leprosy with Throat Lesions. 

Dr. J. B. Ball showed this case. G. F—, set. 30, stableman, had 
been under Dr. Abraham’s observation for some years, and was admitted 
at his recommendation into West London Hospital on October 12th, 
1893, on account of gradually increasing laryngeal dyspnoea. On 
October 13th Mr. Bidwell performed tracheotomy. 

Patient was born in England, and went to India with his father (a 
soldier) at six weeks old. He returned to England at ten years old, 
and appeared to have been quite free from symptoms of leprosy for at 
least ten years after his return home. For the last nine years the dis¬ 
ease had gradually developed and increased, and was now well marked 
on the face, forearms, hands, legs, and feet. 

The voice had been hoarse for three years. Difficulty of breathing 
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first commenced about a year ago. There had been some blood¬ 
stained discharge from the nose for about two to three years. He had 
Hot complained of any particular soreness of the throat, and had no 
idea how long ago it became affected. The cicatrised appearance of 
the throat, however, showed evidence of former ulceration over a con¬ 
siderable area. 

Along the centre of the dorsum of the tongue were some large, broad 
tubercles. There were numerous small nodules on the hard and soft 
palate, and a small ulcerated area on the anterior aspect of the soft 
palate. The soft palate and pharynx were pale, and there was a good 
deal of cicatricial tissue in these parts. The uvula had almost entirely 
disappeared. The posterior faucial pillars were cicatrised to the poste¬ 
rior pharyngeal wall, and approximate to each other, thus narrowing 
the passage from the naso- to the oro-pharynx. 

The epiglottis was thick and infiltrated, and the glosso-epiglottic 
folds, especially the median, were thickened. The regions of the ary- 
tsenoids and ary-epiglottic folds were occupied by two pale irregularly 
pear-shaped swellings, with a somewhat uneven nodular surface. These 
swellings approached other in the middle line, and prevented a view of 
the glottis and cords. 

There was some superficial ulceration over the cartilaginous nasal 
septum on both sides, and a cicatricial band running from the septum 
to the middle turbinated bone on the right side. No perforation. 

Mr. Bidwell referred to the method of performing tracheotomy in 
this case. He had found it advisable to stitch the skin to the edge 
of the tracheal wound, thus making a permanent opening and 
obviating the necessity for the constant use of a tube. 

Dr. Clifford Beale exhibited a new form of portable oxy- 
hydrogen lantern, which had been designed at his suggestion by 
Mr. J. H. Steward, Optical Instrument Maker, 406, Strand, London. 
The lantern being very compact and portable was especially adapted 
for use in laryngoscopic work at the bedside. 

Mr. R. S. Charsley exhibited an improved form of galvano* 
cautery snare for nasal use. 

Dr. de Havilland Hall had used this snare and had found it 
very convenient, and a decided improvement on some of the older 
forms. 



35 


Stenosis of the Larynx. 

Dr. de Havilland Hall showed this case. C. A—, set. 25, 
contracted a sore in August, 1892. On October 19th he attended 
at the Westminster Hospital with acute laryngeal and pharyngeal 
catarrh and ulceration of soft palate. He continued under specific 
treatment until November 9th; he then left London, and did not 
attend again until January 25th, 1893, when he was admitted into 
the hospital, as he was suffering from grave dyspnoea. The epiglottis 
was much swollen, and there was general infiltration of the ary- 
epiglottic folds and arytsenoids, but no ulceration. Tracheotomy was 
performed on January 28th. About a week later he expectorated 
some pieces of necrosed cartilage. Six weeks after the tracheotomy, 
dilatation with Schroetter’s bougies was commenced, but had to be 
discontinued on account of the formation of an abscess in the larynx. 
In May thyrotomy was performed by Mr. Spencer, and necrosed 
cartilage scraped away. No attempt was made at the time to bring 
the parts together. Later on, strapping was employed to bring the 
two halves of the larynx together. Eventually union took place, and 
the patient was left breathing through the original tracheotomy wound. 

Dilatation with bougies was then resumed, and in the course of two 
months Dr. Hall was able to pass No. 9 easily. At the present time 
the patient can expire through the larynx, but on attempting inspira¬ 
tion the ventricular bands are sucked together and hardly any air 
enters. Dr. Hall attributed this to the collapse of the walls of the 
larynx from necrosis of cartilage, and asked the opinion of the 
members as to what further could be done for the patient. 

Stenosis of Larynx after Tracheotomy. 

Dr. Clifford Beale brought forward a case of stenosis of the 
larynx in a man set. 46, who had suffered from hoarseness for nearly 
eight months before his admission to the Chest Hospital, Victoria 
Park, in August, 1893. He gave a clear history of a syphilitic infec¬ 
tion some twenty years before, but no manifestations of syphilis had 
shown themselves of late years except in the larynx. A few days after 
admission he suffered from acute laryngeal dyspnoea. The vocal cords 
were seen to be fixed midway between complete adduction and the 
cadaveric position. Sudden obstruction of the larynx occurred, but 
tracheotomy was promptly performed, and in a short time he made a 
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good recovery, but the stenosis of the larynx continued. His general 
health was now very good, and he could breathe with difficulty through 
the larynx and speak hoarsely and with an effort by covering the 
tracheal opening. The right cord appeared to move slightly, but the 
left hardly at all, and the glottic chink remained very narrow. 

What further operative treatment was advisable in such a case P 

Dr. Felix Semon discussed the question of radical operation in 
syphilitic stenosis of the larynx. Whilst admitting that in* certain 
cases methodical dilatation by means of Schrotter’s bougies or of 
O’Dwyer’s intubation tubes might yield good results, he warned 
against their premature application in recent cases of ulceration, as 
acute perichondritis might be produced under such circumstances by 
forcible introduction. He then dwelt upon the question whether 
in cases in which tracheotomy had been performed, and the patient 
could breathe comfortably, wearing the tube, whilst his voice was 
either normal or at any rate good enough not to interfere with his 
business, any radical operation ought to be performed, which, though 
enabling the patient to dispense with the tube, yet at the same time 
rendered him more or less aphonic. Although he admitted that every 
case of that sort ought to be judged on its own merits, yet from a 
general point of view he opined that preservation of voice with 
wearing of a tracheotomy tube was preferable to dispensation with 
the tube with more or less complete loss of voice, and illustrated this 
opinion by briefly detailing several cases in point, which had been 
under his own notice. More especially he referred to one example 
which he promised to show soon to the Society, in which in a case of 
syphilitic stenosis in which tbe tracheotomy tube had been worn for 
fully ten years, quite recently such a spontaneous improvement in the 
size of the glottis bad taken place, that there was now a reasonable 
chance of removing the tube without performing any further opera¬ 
tion. At the same time, in this case, the voice had improved to a 
marvellous degree. 

Dr. de Havilland Hall agreed that in such a case as his any 
further attempts at dilatation would be useless as the cartilaginous 
framework of the larynx was already so much destroyed. A perma¬ 
nent opening in the trachea would remain, and the tube need not be 
worn. 

Dr. Kirk Duncanson exhibited a specimen of Epithelioma of the 
Larynx complicated with Bronchocele. 

Tubercular Ulceration of Vocal Cord cured by Lactic 

Acid. 

Dr. Percy Kidd showed this case. 

The larynx presented the following appearances:—Vocal cords 
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somewhat reddened and thickened, movements normal. Plate-line 
prominence of interarytsenoid fold. 

Physical examination of the lungs reveals slight weakness of breath- 
sounds at the right apex, but no further change. 

History .—The patient, J. M—, »t. 29, a married woman, was first 
seen in May, 1892, when she came as an out-patient to the Brompton 
Hospital, complaining of a chronic winter cough and frequently re¬ 
curring loss of voice, extending over a period of six years. Physical 
examination of the chest gave a negative result. The larynx showed 
general congestion, but no further abnormality. 

The patient was transferred to the Throat Department, where the 
larynx was painted a few times with a solution of chloride of zinc 
(gr. xx ad 3j)* A fortnight later swelling of the interarytsenoid 
fold and slight irregularity of the surface of the cords were noted. 
Local treatment was discontinued. In September, 1892 (four months 
later), fusiform swelling of the middle third of the right cord and a 
small whitish patch on the left processus vocalis were observed. 
Iodide of potassium in 10-grain doses, three times a day, was then 
prescribed; but in a few weeks superficial ulceration developed on 
both vocal cords. A solution of iodine in glycerine was then 
brushed over the vocal cords, and several times without avail, the 
ulceration slowly extending. In January, 1893, the cords throughout 
their whole length presented a crumbling, ragged, greyish, ulcerated 
surface. The sputum, which was very scanty, had been twice 
examined for tubercle bacilli with a negative result, but nevertheless 
it was determined to apply lactic acid without further delay. After 
two applications of a 50 per cent, solution, followed by nine applica¬ 
tions of the pure acid, the cords showed distinct evidence of healing, 
having acquired a reddish, irregular aspect. The patient’s general 
condition also manifested marked improvement about this time, viz. 
March, 1893. Early in the month tubercle bacilli were found in the 
sputum, although no physical signs of disease could be detected in the 
lungs. Owing to the development of fresh ulceration in the larynx 
pure lactic acid was again applied on nine occasions in April and 
May. By the beginning of June the larynx had assumed very much 
the same appearance as it now presents. No further relapse has 
occurred. 
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Septal Growths. 

Dr. Dundas Grant exhibited a patient, a dairyman, who for six 
or eight weeks had complained of a feeling as of a foreign body in the 
throat. No foreign body could be found either by Dr. Grant or by 
Dr. Hugh Smith, by whom the case was first seen. By posterior 
rhinoscopy, growths could be seen projecting from both sides of the 
septum touching the hypertrophied inferior turbinated body on the 
left side. They were soft, corrugated, and easily compressible, and 
were visible also on anterior rhinoscopy. 

The posterior extremities of the inferior turbinated bodies were 
removed with the ring-knife, and a week later a portion of the growth 
on the left side was removed with uvula scissors passed through the 
nostril. On examination by Mr. Wyatt Wingrave the growth proved 
to be little more than local hypertrophy of normal structures, and as 
comfort had been restored to the patient no further operation was 
thought necessary. 

Functional Spasm op the Muscles closing the Jaws. 

Dr. Felix Semon exhibited this case. The patient, J. W. D—, 
set. 42, a clergyman, began to experience difficulties in opening his 
mouth, but only when talking , after a second attack of influenza about 
one and a half years ago. For all other purposes he could and can 
use the parts perfectly well; thus he can eat, bite, open and shut the 
mouth at command, yawn, &c. The difficulty in moving the lower 
jaw when talking quickly increased. At present he can only talk 
with his teeth firmly set, and after talking for a long while he has 
some difficulty in opening his mouth. The difficulty is said to be 
less in the mornings, and also when the patient has to speak unexpect¬ 
edly, whilst every mental effort to overcome the trouble only leads to 
its aggravation. The movements of the lips, tongue, palate, larynx, 
&c., are perfectly unimpeded. 

The case is, so far as Dr. Hughlings Jackson’s (who sent the case 
to Dr. Semon) and the latter’s own experiences go, unique. The fact 
that the spasm only occurs during the volitional effort of speaking 
seems to ally it to the professional neuroses, and even more closely, 
perhaps, to spastic aphonia. The localisation of the source of this 
form of spasm is likely to be in the cortical or subcortical areas for 
the movement of chewing, which have been described by various 
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authors, and most recently been accurately localised by R&hi* as 
situated in front and laterally from the cortical centres for the limbs. 
{Trilateral irritation of one of these centres would, in accordance with 
R&hi’s experiments, suffice to produce bilateral spasm, just as in 
Semon’s and Horsley’s experiments imlateral irritation of a phonatory 
cortical centre sufficed to produce bilateral spasm of the vocal cords. 

Should the affection in the present case, as the reporter suspects, be 
analogous to the functional spasm of the glottis in spastic aphonia, 
the functional prognosis would not be favorable. The internal 
administration of arsenic has failed ; at present the patient is about 
to take iodide and bromide of potassium in ten-grain doses. 

Dr. Vivian Poobe referred to the case of a clergyman who, in order 
to overcome a similar spasm whilst speaking, habitually used a plug 
between the teeth. The condition of Dr. Semon’s patient appeared 
to be allied to stammering, but he was not aware that stammering had 
been known to come on after influenza. He related the case of an old 
lady who suffered from spasms of the muscles of the jaw and of the 
tongue which always came on when she attempted to eat, and which 
at times jerked the food out of her mouth. The spasm of the jaw in 
this case was clonic, and some amount of jaw clonus could be elicited. 
He thought that some senile degeneration might be going on in the 
cortex to give rise to these symptoms. He believed that the best way 
to overcome such forms of stammering was to use the voice in an un¬ 
accustomed manner, to “ spout,” like a pompous actor, and not to 
attempt the natural way of speaking. He mentioned a notable instance 
where such a tone was successfully used in the pulpit to overcome a 
tendency to stammering, although the artificial tone produced was very 
foreign to the character of the preacher. 

Traumatic Perichondritis of the Larynx; Cure. 

Dr. Felix Semon showed the patient, M. V—, aet. 21, a sister of 
mercy, who in February, 1892, swallowed a piece of rabbit bone 
which stuck in her throat on the right side. A practitioner attempted 
to push it down, but from that moment the patient lost her voice and 
experienced considerable pain in the right side of the throat, whilst 
she was feverish in the evenings. 

When seen on April 2nd, 1892, the right half of the thyroid 
cartilage was acutely tender on pressure, and internally the whole 
right half of the larynx was much swollen, thickened, and, in part, 
(edematous. The swelling extended over the right hyoid fossa, 

* ‘ Sitzungsberichte der k. k., Academie der Wissenschaften,' vol. cii, part 3, 
July, 1893. 
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arytseno-epiglottidean fold, ventricular band, vocal cord, and arytsenoid 
cartilage, all these parts being so much glued together that they could 
hardly be distinguished from one another. The whole right half of 
the larynx was immobile during phonation and respiration, the voice 
was quite aphonic, and there was considerable dysphagia, but at that 
time there was no dyspnoea. The diagnosis of perichondritis of the 
right ala of the thyroid cartilage was made, it being supposed that the 
foreign body had been pushed into the larynx, and was probably still 
embedded in the inflammatory mass. 

Antiphlogistic treatment and iodide of potassium failed to improve 
matters. On the contrary, the internal swelling and thickening gradu¬ 
ally extended along the front wall of the larynx to the left side, and 
in about four weeks the latter was even more swollen and tender than 
the right side had originally been. At that time large masses of 
granulation tissue filled the whole anterior part of the larynx. The 
pain, difficulty in swallowing, and the fever had further increased. The 
patient was taken into St. Thomas’s Hospital, and on May 25th Sir 
William MacCormac performed tbyrotomy, and this seemed to offer 
the only chance of recovery. The larynx having been opened, and 
the granulation tissue having been scraped away, extensive necrosis of 
the left ala of the thyroid cartilage was discovered. On a probe being 
introduced into a fistulous tract, leading into the interior of the car¬ 
tilage itself, an abscess cavity was entered, in the midst of which a 
piece of bone was found. This was examined by Mr. Shattock, and 
declared to be a piece of rabbit bone. The walls of the abscess 
cavity having been thoroughly scraped, the wound was dusted with 
iodoform and drainage was provided for. The patient made an unin¬ 
terrupted recovery, and has to a considerable extent recovered her 
voice. There is still a good deal of thickening in the front part of the 
larynx at the level of the vocal cords, but the normal constituent 
parts can now be clearly distinguished from one another. 

The case is put on record as illustrating (1) the danger of forcibly 
pushing down angular foreign bodies which have entered the mouth; 
(2) the possible peregrinations of foreign bodies under such circum¬ 
stances (in this case the bone had certainly wandered from the right 
into the left half of the larynx); (3) the fact that even an acute peri- 
chrondritis is no contra-indication against opening the larynx with a 
view of removing the source of irritation in the event of foreign 
bodies having entered it. 
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Symptoms op Incomplete Graves’ Disease, and later on Com¬ 
plete Premature Baldness, following Removal op Nasal Polypi. 

Dr. Felix Semon exhibited this case. A. M—, set. 39, a clergy¬ 
man. The patient had been shown to the Clinical Society of London 
on April 12th, 1889, when exophthalmos of the right eye with Grafe’s 
and Stellwag’s symptoms had developed after repeated operations (by 
means of the snare and galvano-cautery) for removal of recurrent nasal 
polypi from both nostrils. His case, so far, has been fully described 
in vol. xxii of the ‘ Clinical Society’s Transactions.’ In the discussion 
which followed the paper doubt was expressed as to the causal 
connection of the symptoms last named with the operation, especially 
as neither enlargement of the thyroid gland nor cardiac symptoms had 
then occurred. Shortly after the demonstration, however, it was 
noticed that the pulse-rate, which so far had been normal, had increased 
to over 100, and ever since it had varied between 100 and 110. 
There had been no heart palpitations, and the thyroid gland had not 
increased in size. The patient in 1889 left for India. On his return 
in the spring of the present year the exophthalmos had somewhat 
decreased, but the pulse-rate on the average was still about 100, and 
complete baldness—extending over both sides of the head—had 
developed shortly after the patient left Europe. The hair had also 
come off from other parts of the body. In what relation, if any, this 
alopecia stood to the symptoms formerly observed seemed quite 
obscure. The patient, whilst abroad, had not suffered from any other 
disease which could produce alopecia. Treatment by feeding with 
thyroid glands, which was tried at the patient’s own suggestion, had 
not yielded any results. 

Mr. Cresswell Baber mentioned the case of a man, set. 26, under 
his care, in whom, after removal of polypi with the cold snare diplopia 
occurred on looking to the right, with want of power of the right 
external rectus. The ocular symptoms disappeared in about six weeks 
under the administration of perchloride of mercury and iodide of 
potassium. Numerous small growths were subsequently removed, but 
there was no return of the ocular disturbance. He stated that he had 
had a similar attack when operated on with forceps two years previously. 
There was marked erection of the inferior turbinated bodies. 

Mr. R. S. Charsley had observed marked enlargement of the 
glands in the neck and protrusion of eyeballs, lasting for a period of 
three months after operation for removal of turbinate body with the 
galvano-cautery. The pulse had ranged as high as 110, but complete 
recovery ensued. 
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PROCEEDINGS 


OP THE 

LARYNGOLOGICAL SOCIETY OF LONDON. 


Ordinary Meeting, December 13 th, 1893. 

Felix Semon, M.D., F.R.C.P., Vice-President, in the Chair. 


E. Clifford Beale, M.B., 
Scanes Spiceb, M.D., 


Secretaries. 


Present—21 Members and 2 Visitors. 

The following gentlemen were elected Members of the Society: 

W. Milligan, M.D., Manchester. 

P. R. W. de Santi, F.R.C.S., London. 

Edmund H. Colbeck, M.D., London. 

Charles S. Ayres, M.D., London. 

Ernest B. Waggett, M.D., London. 

L. H. Pegler, M.D., London. 

Michael Foster, M.B., San Remo. 


The following candidates were proposed for election: 

C. E. M. Hey, M.A.Cantab., M.R.C.S., L.R.C.P., Hornsey, N. 

St. Clair Thomson, M.D.Lond., Queen Anne Street, W. 

The minutes of the previous meeting were read and confirmed. 

The following members were nominated by the President to serve 
on the Audit Committee :—Dr. W. Hill, Mr. W. R. H. Stewart. 


Perichondritis. 

The following case was exhibited by Mr. Anthony Bowlby. R. 
Z—, set. 50, a coachman. Disease began with sore throat eight 
months ago. Lost voice three months ago. Pain in swallowing for 
several months. Has had slight winter cough for some years, and he 
has got worse since the throat became affected. Abscess formed over 
cricoid cartilage three months ago, and burst. History of syphilis 
twenty-five years ago. 

Present condition .—Enlargement and thickening of soft tissues over 
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larynx. Enlarged glands in submental and submaxillary regions. 
Much pus .in and about larynx. Epiglottis swollen and ulcerated. 
Soft red granulating mass on left side of larynx in subglottic region. 
General swelling of laryngeal mucous membrane with ulceration in 
parts. 

Dr. Soanes Spiceb thought that the case was probably tubercular. 

Dr. Dttndas Gbant also thought that it might be tubercular. The 
formation and discharge of an abscess was not a rare occurrence in 
cases of perichondritis. He related a case somewhat similar to that 
exhibited in which the disease was certainly tubercular, and in which 
similar perichondritis had occurred. 

Syphilitic Stenosis of the Labynx. 

Dr. Felix Semon exhibited the following cases. 

Case 1 . —Mrs. G— , set. about 55. Date of primary affection not 
exactly known, certainly very many years ago. Throat troubles began 
more than twelve years ago. In 1883 tracheotomy on account of 
steadily increasing dyspnoea ; has worn tube ever since. The arytse- 
noid cartilages were for many years greatly thickened and almost 
immobile, the glottis reduced to a very small triangle, formed by the 
internal aspects of the arytaenoids and the posterior wall of the larynx, 
whilst in its anterior three fourths the vocal cords were seen to lie 
close to one another. The voice was quite aphonic all these years. 
From time to time superficial ulceration used to occur in various parts 
of the larynx, which could always be promptly checked by the use of 
iodide of potassium. Quite recently, i. e. within the last three weeks, 
without any apparent cause a surprising improvement had taken place 
in every respect. The glottis had become much larger, the swelling 
of the arytsenoid cartilages had much diminished and their mobility 
improved ; the previously aphonic voice had regained tone, and there 
was now a fair prospect that the tube could be ultimately dispensed 
with without any further operation. 

Case 2.—This had been fully described by Mr. E. C. Stabb, in vol. 
xxvi, p. 239 of the ‘ Clinical Society’s Transactions.’—W. M—, set. 
37, contracted syphilis in 1884. In 1891 tracheotomy had to be 
performed. On February 10th, 1893, Mr. Stabb performed thyro- 
tomy, excised large quantities of cicatricial tissue, including the right 
vocal cord and ventricular band, and removed a large piece of the 
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necrosed cricoid cartilage. Quick recovery and remarkable return of 
voice, but still considerable narrowness of glottis. 

Acute (Edema followed by Hematoma of Left Half o? 
Larynx and Tbansitoby Immobility of Left Yocal Coed 
after Football Accident. 

Exhibited by Dr. Felix Semon. T. R. C —, aet. 32, a medical 
man. On November 25th, 1893, at 3.30 p.m., patient received a 
kick with a foot against the left half of the larynx whilst playing foot¬ 
ball. Immediate aphonia, but no pain and no dyspnoea. Patient 
came immediately to town, sucking ice on the way. When seen at 
7 p.m. there was enormous oedema of whole left half of larynx 
except the epiglottis. Voice quite aphonic, considerable pain on 
swallowing, no dyspnoea. Expectoration of slightly blood-stained 
mucus just beginning. No crepitation to be detected. Patient 
taken into St. Thomas’s Hospital. Four leeches to left half of larynx. 
Leiter’s coil with iced water round neck, sucking of ice. Everything 
in readiness for intubation or tracheotomy. Night pretty restless, 
good deal of blood-stained expectoration. Temperature never went 
beyond 99° on second day after accident. 

On November 26th, at noon, left half of larynx changed into 
brilliantly red, tense tumour, circumference of which, however, was 
slightly smaller than the extent of the oedema seen on previous 
evening, but the left half of the epiglottis and left pyriform sinus were 
also enormously swollen and congested. Antiphlogistic treatment 
continued. 

November 30th.—Circumference of swelling about the same as on 
26th, but colour markedly purple. Still complete aphonia; no 
dyspnoea. Slight pricking sensations in left half of throat; Leiter’s 
coil continued. Potass. Iod. gr. x, ter die. 

December 4th.—Colour of swelling now very dark blue. Circum¬ 
ference slightly smaller. Sounds can be produced with effort. Left 
cord in part seen, intensely congested and motionless in middle line. 
Iodide continued, but coil left off. 

9th.—Voice much better. Swelling almost entirely gone. Left 
vocal cord still intensely congested, motionless in mid-line. Several 
patches of ecchymoses on left ventricular band. Iodide gr. v, and 
Liq. Strychn. tn.ij ter die. Massage of neck. 
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12th.—Mobility of left cord slightly improved. Front part of left 
ventricular band somewhat more swollen, covering anterior half of 
corresponding vocal cord. In its midst one large extravasation of 
blood, Voice much better. No subjective inconvenience. 

Dr. Semon mentioned another case of direct injury somewhat 
similar to the foregoing, in which the bruising appeared on the 
opposite side of the larynx, and was apparently an instance of “ con- 
trecoup.” Such an occurrence he'believed to be extremely rare and 
most difficult to explain, but the blow had undoubtedly been inflicted 
on the left side of the larynx, and extreme ecchymosis had appeared 
on the right side, the left remaining to all appearances healthy. 

Stenosis oe Fauces with other Palato-pharyngeal Lesions, 
the Results op Ulceration, and Subsequent Adhesions in 
a Syphilitic Subject. 

Dr. Scanes Spicer brought forward the case of E. M—, set. 31, a 
servant. In 1884 patient had a rash and sore throat, followed by 
hair falling out. Had had throat troubles, and been under treatment 
privately and in hospitals ever since. 

Mr. C. Batchelor, of Staines, saw patient in August, 1892, for 
ulceration of fauces and dysphagia. There was then marked constric¬ 
tion of fauces. Under iodide the ulceration rapidly improved, the 
stenosis and dysphagia increasing. 

She was sent by him to the Throat Department at St. Mary’s 
Hospital on January 10th, 1893. She could then swallow ordinary 
food only after prolonged chewing, and it occasionally returned 
through nose; fluids usually came back that way. The isthmus 
faucium was so narrowed by adhesions of the anterior faucial pillars 
to the tongue that the channel would only admit an ordinary lead 
pencil; it was made out also that the soft palate was perforated, the 
uvula almost gone,—the soft palate adherent to the posterior pharyn¬ 
geal wall. There was no existing ulceration to be seen; no difficulty 
of breathing or marked voice alteration. 

It was then proposed to divide the cicatricial tissue constricting the 
fauces with a galvano-caustic knife, and keep channel enlarged with 
bougies, but before this could be arranged the cicatricial tissue spon¬ 
taneously and rapidly ulcerated and a good isthmus was reproduced, 
allowing comfortable swallowing. The patient had remained thus for 
nine months, and only reappeared for treatment on November 28th, 
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complaining that the dysphagia was increasing again; and on exa¬ 
mination it was seen that there was much narrowing, the faucial walls 
being also ulcerated. 

Suggestions were invited (1) as to the best way of dealing radically 
with the faucial stenosis in this interesting case j (2) as to whether 
the palatal perforation and palato-phary ngeal adhesion should be 
simultaneously or subsequently treated, and if so, what method of 
dealing with these had hitherto given the best results. 

Dr. Dundas Grant asked if the patient* had much trouble in 
swallowing, as, unless she had, he thought it was best not to attempt 
any operations. He considered that to enlarge the small opening 
between the pharynx and naso-pharynx would only make her worse. 
If it were thought proper to divide the bands extending on to the 
tongue from the anterior pillars he thought the case would be -a 
favorable one for inserting wires like earrings into the bands, and 
when the apertures became permanent for making horizontal cuts 
from these apertures to the free edges. This might afford a chance 
of attaining permanent division as in the old operation for webbed 
fingers. Simple incisions would soon close up. 

Mr. Cresswell Baber referred to a case of cicatrix of the lower 
pharynx, exhibited by him at a previous meeting (* Proceedings of the 
Laryngological Society/ No. II, p. 9), which showed the tendency 
that existed to contraction after excision of a portion of the cicatrix, 
and argued against excision in cases of that description unless there 
was difficulty in deglutition or respiration. 

Mr. Charters Symonds thought that so long as an opening was 
maintained which was sufficient for its functions of deglutition it was 
best to leave the case untouched. He mentioned an instance of a boy 
in whose pharynx the opening had been reduced to the size of a lead 
pencil, and yet was sufficient for all purposes. 

Dr. Clifford Beale, referring to the closure of the naso-pharynx, 
mentioned two cases recently seen, in one of which there was complete 
closure, and in the other a tiny opening. The opening being guarded 
by healthy muscular tissue retained its function and permitted nasal 
respiration, while it prevented the entrance of food into the nose. In 
the other case no muscular tissue appeared to be.present, and any 
perforation made by operation would leave the patient worse than 
before. Syphilitic contraction was the cause of the stenosis in both. 

Dr. Bronner suggested the possibility of transplanting mucous 
membrane to restore the normal shape of the pharynx. He had seen 
one such case, but did not know what the final result had been. 

Dr. Bennett asked whether any member of the Society had expe¬ 
rience of the results of dividing the soft palate longitudinally, between 
the hard palate and the pharyngeal wall, in cases of completely adhe¬ 
rent palate ? 

Dr. William Hill thought that it might be taken as a general law 
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that it was beat not to operate in the presence of a liability to syphilitic 
ulceration if possible. 

Dr. Scanes Spiceb, in reply, thought that the suggestion made by 
Dr. Bennett was a good one. He did not think that it would be pos¬ 
sible to exclude a liability to ulceration in a syphilitic case such as 
the one he had brought forward, and this would not deter him from a 
radical operation if he considered the swallowing would be permanently 
improved thereby. 

Occlusion of Posterior Naris. 

The following case was exhibited by Dr. Dundas Grant. —H. M—, 
set. 27, had complained of deafness in the right ear three years ago. 
She had then complete obstruction of the right nostril, which was full 
of thick mucus. On rhinoscopic examination the right choana was 
seen to be completely closed by what looked like a uniform cicatrix. 
There was no history such as would account for its formation as the 
result of disease or injury, and it was in all probability congenital. She 
had been told that at the time of her birth she breathed with great diffi¬ 
culty, and that the doctor “ probed ” her nose. 

Dr. Grant perforated it by means of a bistoury and inserted an india- 
rubber tube, which was left in situ for three days. Unfortunately, 
this woke up the dormant ear-mischief and she had perforative inflam¬ 
mation, which had, however, left no trace on the drum-membrane. The 
opening in the choana soon closed on the removal of the tube, and the 
operation had to be repeated. She soon got accustomed to the intro¬ 
duction, retention and removal of one of Dr. Grant's vulcanite nasal 
tubes, and the perforation still remained. She had at times worn the 
tube as long as a fortnight. She now wore it at night. It was in¬ 
teresting to see how it caused absorption of the irregularities on the 
right side of the septum, which at first rendered its introduction much 
more difficult than it was at present. 

The case had been exhibited before the Hunterian Society, in 
November, 1891. 

Mr. Cresswell Baber thought that the greater tendency to closure 
which existed in this case compared with the one shown by himself at 
the last meeting was perhaps due to the difference in age of the patient. 
He pointed out not only the asymmetry of the face, but also the 
deflection of the septum to the left (the normal) side, present in both 
cases. 

Mr. Symonds thought in such cases it was better to make a free 
opening by removing a piece from the posterior margin of the vomer. 
In one case he had cut through the membranous centre with a knife, 
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then enlarged with a saw. Then by two horizontal cuts a piece of 
the septum was isolated and removed. No after-treatment was 
required, and the success was complete. 

Intra-laryngeal Growth. 

Dr. Dundas Grant exhibited the case of Miss D—> set. 73. 
Occupation: house and needlework. 

The patient had applied to him on the 27 th of last month on 
account of extreme hoarseness which had been gradually developing 
between three and four years. There was also a bleating or croaking 
sound in her voice, and her breath was short but not markedly 
stridulous. Swallowing was normal, and there was no cough. She 
was free from pain except a slight burning after prolonged talking. 
Externally there was found a considerable enlargement of the right 
lobe of the thyroid gland pushing the trachea to the left side, but no 
enlargement of lymphatic glands. Laryngoscopic examination revealed 
a growth of irregular shape, broad-based, and sessile in the anterior 
part of the larynx. Its base extended from near the anterior ex¬ 
tremity of the right ventricular band across the commissure and along 
the anterior two thirds of the left ventricular band, apparently filling 
the ventricle and having the ventricular band stretched over and attached 
to it. It was seen to cover the corresponding portions of the vocal 
cords, but they appeared to move quite independently of the growth. 
The portion over the commissure seemed to have a downward offshoot 
intruding between the vocal cords so as to prevent complete closure 
and apposition. The surface was somewhat irregular, but in no part 
denuded of mucous membrane. The colour of the growth was almost 
that of normal mucous membrane, but with a slightly bluish tinge 
suggestive of its being more or less angiomatous. It was probably a 
diffuse papilloma. 

The hoarseness was no doubt produced by the intra-laryngeal 
growth. 

The dyspnoea and the peculiar “ bleat” or "croak” was attributed 
to the compression of the trachea by the thyroid tumour, a symptom 
peculiarly characteristic of tracheal stenosis. Dr. Dundas Grant 
, proposed to attempt to remove the portion intervening between the 
vocal cords by means of his intra-laryngeal forceps, but he was not 
very sanguine , and would steer clear of the nimis diligentia. A 
portion of the growth would be examined microscopically. 
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Dr. A. Bronner exhibited a new form of forceps for the removal 
of nasal polypi in cases which could not be attacked successfully with 
the snare. The action of the forceps was cutting and not tearing, 
and had been found useful in clearing the way for the subsequent use 
of the snare. 

Calculus of Soft Palate. 

Dr. Charles A. Parker showed a drawing of the soft palate 
before removal of the calculus, and the stone itself. 

W. R—, set. 29, was first seen on October 17th. 

History .—Had always suffered more or less with his throat, and 
three years ago had post-nasal growths, removed on account of deaf¬ 
ness which was greatly relieved thereby. Por the last six or eight 
months had constantly suffered from painful and difficult deglutition, 
accompanied by a sharp pricking sensation, the slightest cold greatly 
aggravating these symptoms. No marked family history of gout or 
rheumatism. 

Condition when first seen .—Complained of great soreness of the 
throat, especially on swallowing ; sharp pain shooting to right ear, 
and some deafness on the same side. 

On looking into the mouth, the right side of the soft palate was 
seen to be very swollen and inflamed, and was bulging forward into 
the cavity of the mouth, and felt to the touch excessively hard and 
.solid. Just to the right of the base of the uvula was what looked 
exactly like a dirty sloughing ulcer, extending backwards a considerable 
way. The right side of the post-nasal space was entirely blocked, and 
the swelling was pressing against the Eustachian tube. There were 
some enlarged glands on the right side of the neck. These appear¬ 
ances were evidently misleading, for the patient informed me that 
several doctors had told him it was an indolent ulcer. 

On further examination, what looked like this ulcer was found to 
be the free surface of a calculus, the rest being embedded in the sub¬ 
stance of the soft palate, lying apparently in a cul-de-sac between the 
muscular layers. 

On October 21st chloroform was administered, and the stone re¬ 
moved. 

The case seemed interesting chiefly from the position of the calculus. 
Formations of equal size had been reported as occurring in the 
crypts of the tonsil, but Dr. Parker was not aware of one in this 
position being on record. 
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The stone when dry weighed 54 grains, and Mr. Lake, who had kindly 
examined it, reported as follows:—“ It was hard, but easily crushed and 
pulverised. It dissolved for the most part in dilute hydrochloric acid, 
the insoluble remainder consisted of epithelial debris, spores, and glado- 
thrix mycelium. The earthy salts consisted for the most part, if not 
entirely, of carbonates and phosphates of lime and potash. It should 
be added that when heated on platinum it kept its shape, and became 
porous by destruction of its animal and vegetable constituents.” 

In Lennox Browne’s ‘ Diseases of the Throat ’ it is stated, on the 
authority of Gruening, that all tonsillar and pharyngeal concretions 
are of parasitic origin, and are composed of leptothrix elements. 
This, too, seemed to be undoubtedly parasitic, but Mr. Lake thought 
it was due to the gladothrix, and not to the leptothrix mycelium. 

Dr. Fblix Semon remarked upon the rarity of such a calculus, of 
which he had never before seen or heard of an example. He was 
inclined to support the theory that it had been originally started by 
some injury to the soft palate, possibly during operation. 

Dr. Ball suggested that the calculus might originally have been 
formed in the tonsillar crypt, and might have worked its way along 
the submucous tissue of the soft palate. 

Mr. Lake mentioned the occasional presence of adventitious 
masses of adenoid tissue in the soft palate, within which it was pos¬ 
sible that the concretion might have begun. 

Dr. Spiceb asked whether there was any relation between the 
position of the calculus and the two small orifices sometimes seen, one 
on each side of the median line, at the junction of the hard and soft 
palate. The exact significance of these orifices was unknown to him, 
but they looked like the openings of small secreting glands. 

Dr. William Hill asked whether the stone was removed any¬ 
where near the epitonsillar fossa, which was sometimes very large 
and a potential crypt. It that were not so, he made the suggestion 
that the calculus had formed around the residuum of an extra- 
tonsillar abscess, and asked whether there had been any history of 
quinsy. 

Dr. Parker, in reply, pointed out that the stone was nearer to the 
uvula than the tonsil, and could hardly have worked its way so far 
inwards. For the same reason it appeared to be unconnected with 
the epitonsillar fossa. There had been no histoiy of quinsy. 
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PBOCEEDINGS 


OP THE 

LARYNGOLOGICAL SOCIETY OF LONDON. 


Annual General Meeting, January 10th, 1894. 


Felix Semon, M.D., F.R.C.P., Vice-President, in the Chair. 


E. Clifford Beale, M.B., 
Scanes Spicer, M.D., 


Secretaries. 


Present—28 Members and 5 visitors. 

The Minutes of the first Annual General Meeting were read and 
confirmed. 

Dr. E. Law and Mr. L. A. Lawrence were appointed Scrutineers of 
the ballot for Officers and Council. 

The Report of the Council for the past year was then read as follows: 


In presenting their first Annual Report, the Council have much 
pleasure in recording the successful launching of the Society in Feb¬ 
ruary, 1898, and its steady and increasing prosperity since that time. 
Starting with forty-five original members, the Society now numbers 
sixty-eight ordinary members and one honorary member. One 
member only has been lost to the Society by the lamented death of 
Mr. Arthur Hensman. Five ordinary meetings have been held, all of 
which have been well attended, and many cases and specimens of in¬ 
terest have been exhibited and discussed. The Society’s ‘ Proceed¬ 
ings ’ have been edited by the Secretaries, and placed in the hands of 
members as soon as possible after each meeting. A list of members has 
also been prepared. It will be noted that the ‘Proceedings,’ the Rules 
of the Society, and the List of Members have been issued of uniform 
size, in order to fit them for binding together. The examination of 
the cases exhibited has been greatly aided by the generous gift of 
twelve electric lamps to the Society by Dr. Felix Semon. In order to 
facilitate the use of these lamps, it was found necessary to re-wire the 
large room at 20, Hanover Square, and this work has been satisfactorily 
carried out, with the sanction and co-operation of the House Committee 
of the Royal Medical and Chirurgical Society. The Society’s Library 
has already been established by the presentation of works on laryn- 
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gology, and by exchange of special periodicals in return for copies 
of the ‘ Proceedings/ 

The Librarian would, however, be pleased to receive and acknow¬ 
ledge as many original contributions from the members as possible, 
whether published in pamphlet or book form. 

The Report was adopted. 

The Treasurer's Annual Statement was then presented as follows: 


THE LARYNGOLOGICAL SOCIETY OF LONDON. 

BALANCE-SHEET, 1893. 

Expenditure. 

£ 8. d. £ s . d. 

To Adlard & Son, 

Printers— 

Sept. 29 . 19 6 0 
Dec. 29 . 11 0 10 

- 30 6 10 

„ Miller&Woods, 
lamps and in¬ 
stallation . . 47 0 0 

„ Royal Med. & 

Chir. Soc., 

Rent for | year 15 0 0 

„ Petty Cash 
Account— 

Dr. Spicer . 2 5 9 

Dr. Beale. • 3 14 1 

-— 5 19 10 

„ Balance in 
Treasurer’s 
hands, Jan. 1, 

1894 ... 15 13 4 

Total . . £114 0 0 Total . . £114 0 0 

Expenditure of 

the year . . 114 0 0 

15 13 4 

£98 6 8 


Audited and found correct. W. R. H. STEWART. 
January 1,1894. WILLIAM HILL. 

The Treasurer’s Report was adopted. 

The Librarian reported the presentation of the following works to 
the Society’s Library. 


Incomb. 

£ s. d. £ s. d. 

By Donation from 
Dr. Semon to¬ 
wards electric 

lamps ... 30 0 0 

„ 61 Subscrip¬ 
tions— 

42 at 21/- 44 2 0 

19 at 42/- 39 18 0 

- 84 0 0 
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Presented by Dr. Lichtwitz {Bordeaux). 

Ueberde Haufigkeit des doppelseitigen latenten Empyems der Highmorshohle, und 
fiber die Nothwendigkeit der Methodiscben Probeausspfilung dieser Hohle in Fallen 
von Nasenblennorrhoe (Lichtwitz). 

Du Diagnostic de TEmpyfeme “ Latent” de TAntre d’Highmore (Lichtwitz). 

Entfernung der multiplem Papillome des Keblkopfes beim Einde auf naturlichem 
Wegemit Hfilfe einer neuen Methode; Intubation mit gefensterter Tube (Licht¬ 
witz). 

Carcinome de la Corde Vocale Gauche (Lichtwitz). 

Instruments pour l’ablation des N^oplasmes Laryngiens de l’enfant (Lichtwitz). 

Contribution & P6tude de FHydrorrhee Nasale (Lichtwitz). 

Les Anesthesies hysteriques des muqueses et des organes des sens et les zones 
hyst^rogenes des muqueses (Lichtwitz). 

Ueber die pathologische Anatomie der Sangerknoten (Sabrazfes und Frfeche). 

The employment of accumulators in medicine, and the best means of charging 
them (Lichtwitz). 

Instrumente fur die Entfernung der Kehlkopfneubildungen des Kindes mittels 
der Methode der Intubation mit gefensterter Tube. 

Sur les maladies des sinus ou cavitls accessoires du Nez. “ Le Bulletin m&Lical,” 
25 et 29 Octobre, 1893. 

Presented by the author, Dr. Felix Petesohn. 

Ueber einen von der Nase ausgeheilten Fall von Gesichtskramf. 

Ueber Apsithyria. 

Ueber Larynxodem. 

Presented by the author , Dr. Edward Aronsohn. 

Dermatol zur Nachbehandlung nach galvanokaustischen Operationen in der 
Nase. 


Presented by the author, Dr. Hopmann. 

Nasenpolypen in Alter unter 16 Jabren. 

Ueber Messungen des Tiefendurchmessers der Nasenscheidewand bzw. des Nasen- 
rachenraums. 


Presented by the author. Dr. Max Thorner. 

Imaginary Foreign Bodies in the Throat. 

Report of a Case of Partial Laryngectomy for Carcinoma of the Larynx. 

Case of Persistent Tinnitus Aurium relieved by the Removal of a Nasal Obstruc¬ 
tion. 

Rheumatic Throat Affections. 

Thrush of the Pharynx and Nose in an Adult occurring during an Attack of the 
“ Grippe.” 

Benign Tumours of the Larynx. 

The Treatment of Tuberculous Laryngitis with Modified Tuberculin. 

Some Experiments with Modified Tuberculin (Joseph Eichberg). 

The Management of Foreign Bodies in the Air-passages. 

Intubation in an Adult followed by a Fatal (Edema of the Larynx after Extraction 
of the Tube. 

Un cas d’Atrophie d’une Tumeur laryng^e chez une enfant. 

Presented by the author, Dr. 0. H. Beschomer. 

Operation der Hasenscharte. 

Heufiebjr. 
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Doppelseitige Paralyse der Glottis-Erweiterer. 

Subcutane Injectionen von Cocain- salicylic bei Asthma und nervosen Hasten. 
Ueber Baachrednerkanst. 

Ueber Huston. 

Beitrag zur endolaryngealen Operation yon Kehlkopfpolypen. 

Ueber chronische essentielle fibrindse Bronchitis. 

Presented by Dr. de Havillcmd Hall. 

Hay Fever (Morell Mackenzie). 

On Epistaxis and the Hemorrhoidal Flux (Dr. Alexander Haskin). 

Presented by the author , Dr. Felix Semon. 

Syphilis of the Larynx. 

Mechanical Impairments of the Functions of the Crico-arytenoid Articulation. 

A Case of Myxcedema. 

Removal of a Pin from the Larynx. 

Case of Partial Extirpation of the Larynx. 

Case of Laryngeal Cancer. 

Unilateral Incomplete Graves’ Disease after Removal of Nasal Polypi. 

Obscure Affection of the Soft Palate. 

A Case of Congenital Malformation of the Larynx and Trachea, with Diverticulum 
of the (Esophagus. 

The Throat Department of St. Thomas’s Hospital, 1882, 1883, 1884. 

The Study of Laryngeal Paralysis since the Introduction of the Laryngoscope. 

On the Position of the Vocal Cords in Quiet Respiration in Man, and on the 
Reflex-tonus of their Abductor Muscles. 

Double Stenosis of the Upper Air-passages. 

A Case of Rhinoscleroma (Payne and Semon). 

Three Cases of Malignant Disease of the Air-passages (Semon and Shattock). 

Two Cases of Laryngeal Growths. 

Syphilis in the Larynx and Trachea. 

Electric Illumination. 

Empyema of Antrum. 

An Address on Laryngology and Rhinology. 

Intra-laryngeal Surgery and Malignant Disease of the Larynx. 

Ueber die Lahmung der einzelnen Fasergattungen des Nervus laryngeus-inferior. 
Ditto. 

Zur Lehre von der verschiedenen Vulnerabilit&t der Recurrensfasern. 

Die Krankheit Kaiser Friedrich des Dritten und die Laryngologie. 

Ditto. 

Sir Morell Mackenzie. 

Proceedings of the Subsection—Diseases of the Throat—of the Seventh Inter¬ 
national Medical Congress. 

The Culture of the Singing Voice. 

On an apparently Peripheral and Differential Action of Ether upon the Laryngeal 
Muscles (Semon and Horsley). 

On the Relations of the Larynx to the Motor Nervous System (Semon and Horsley). 
On the Central Motor Innervation of the Larynx (Semon and Horsley). 

Ditto. 

Ein Schlusswort in der Controverse uber die centrale motorische Innervation des 
Kehlkopfs (Semon and Horsley). 

Erwiderung auf Vorstehenden Aufsatz (Semon and Horsley). 

Du centre cortical Moteur Larynge et du Trajet intra-cerebral des Fibres qui en 
emanent (Semon and Horsley). 
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Presented by Dr. Felix Semon. 

The Abductor and Adductor Fibres of the Recurrent Laryngeal Nerve (Risien 
Russell). 

On Infantile Respiratory Spasm (John Thomson). 

Micro-organism of Diphtheria with Experimental Results in Animals (Albert 
Wilson). 

Some Questions with regard to Tuberculosis of the Upper Air-passages (P. 
McBride). 

Two Cases of Bezold’s Perforation of the Mastoid Antrum (Guye). 

Invalids suited for Treatment at Colorado Springs (S. E. Solby). 

Quelques Observations relatives a l’Erysipfcle du Larynx (Sokolowski). 

Le Nez et la Bouche comme organes de la respiration (W. Schutter). 

Ueber das Ansaugen der Nasenfliigel (Moritz Schmidt). 

Empyema antri Highmori (Wilhelm Repp). 

Sing- und Sprech-Gymnastik (G. Gottfried Weisz). 

Krankheiten des Kehlkopfes, der Luftrohre, der Nase, und des Rachens 
(L. v. Schrotter). 

Die Laryngealen Stdrungen der Tabes Dorsalis (H. Burger). 

Das Sclerom der Schleimhaut der Nase, des Rachens, des Kehlkopfes, und der 
Luftrdhre (G. Juffinger). 

Die Entwicklung der Lehre von den motorischen Kehlkopflahmungen seit der 
Einfuhrung des Laryngoskops (Felix Semon). 

An Experimental Investigation of the Central Motor Innervation of the Larynx 
(Semon and Horsley). 

Presented by author , Dr. J. Mount Bleyer. 

The Primary Action of the Galvanic Current. 

The Value of Aero-tonic Treatment. 

The Influence of Climate on Temperament. 

Presented by author , Dr. L . Bayer. 

Observations demontrant Tinfluence de la Menstruation sur les Affections laryngees. 
Ueber den therapeutischen Werth der Kohlenwasserstoffe. 

Des Kystes osseux de la Cavite nasale. 

Empyems der Highmorshohle. 

Ein Fall von Bewusstlosigkeitnach Korpererschutterung ; Riickkehr des Bewusst- 
seins nach Lufteintreibung ins Mittelohr. 

Accumulator und Galvanocaustik, 

Ueber die Transformation von Schleimpolypen in bdsartige (krebsige oder 
sarkomatose) Tumoren. 

Einfluss des weibliclien Geschlechtsapparats auf Stimmorgan und Stimmbildung. 
Deux cas de Mycosis Tonsillaire, lingual et pharyngien. 

Epithelioma primaire du Larynx—Intubation—Tracheotomie—Laryngotomie— 
Laryngectomie—Larynx artiflciel—Affections de TAppareil respiratoire—Prodromes 
de la Fifevre typhoide. 

Ulcerations typiques pharyngees. 

Presented by the author , E. Cresswell Baber. 

A Guide to the Examination of the Nose. 

Remarks on Adenoid Vegetations of the Naso-pharynx. 

Feeding with Fresh Thyroid Glands in Myxcedema. 

Further Remarks on the Self-retaining Palate Hook; including its use in Post¬ 
nasal Catheterism. 

A Recent Improvement in Posterior Rhinoscopy. 

Lymphoma of the Tonsils. 
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Reflex Nasal Cough. 

Remarks on the Theory of Bronchial Asthma. 

Case of Rhinolith; with Remarks. 

Contributions to the Minute Anatomy of the Thyroid Gland of the Dog. 

Researches on the Minute Structure of the Thyroid Gland. 

The following Bye-law proposed by the Council was then presented 
and confirmed: 

“ If a member wish to propose for ballot any candidate for office 
other than those whose names stand on the list recommended by the 
Council, the name of such candidate, duly proposed by one member 
and seconded by two other members, shall be sent to the Senior 
Secretary at least a week before the Annual General Meeting. It 
shall be the duty of the Senior Secretary to see that the name of such 
candidate with the office for which he is nominated, together with the 
names of his proposer and his seconders, be sent to all members at 
least two days before the Annual General Meeting.” 

The Chairman then, in the names of the Council, nominated the 
following gentlemen, all of whom had rendered distinguished service to 
the Science of Laryngology, for election as Honorary Members: 

Sir George Johnson, F.R.S. 

Dr. Wilhelm Meyer, Copenhagen. 

Prof. B. Frankel, Berlin. 

Prof. L. von Schrotter, Vienna. 

Prof. Stoerk, Vienna. 

Dr. J. Solis Cohen, Philadelphia. 

Dr. G. M. Lefferts, New York. 

Prof. Massei, Naples. 

Dr. E. J. Moure, Bordeaux. 

The Scrutineers reported the result of the ballot as follows: 

President .—Felix Semon, M.D. 

Vice-Presidents.— P. McBride, M.D.; W. McN. Whistler, M.D. 

Treasurer. —H. T. Butlin, Esq. 

Librarian. —F. de Havilland Hall, M.D. 

Secretaries. —E. Clifford Beale, M.B.; Scanes Spicer, M.D. 

Council. —E. Cresswell Baber, M.B.; A. Bronner, M.D.; Dundas 
Grant, M.D.; T. Mark Hovell, Esq.; C. J. Symonds, Esq. 


An Ordinary Meeting of the Society was subsequently held, the 
President, Dr. Felix Semon, being in the Chair. 

The President briefly returned thanks for his election. The 
mi nutes of the previous Ordinary Meeting were read and confirmed. 

The following candidates were elected Members of the Society: 

C. E. M. Hey, Hornsey. 

St. Clair Thomson, M.D., M.R.C.P.Lond. 
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The following gentlemen were proposed as candidates for election: 

Dr. J. H. Drysdale, Liverpool, by Dr. Kanthack, Mr. Butlin, and 
Mr. Spencer. 

Mr. Edmund Roughton, London, by Dr. W. Hill, Dr. Scanes 
Spicer, and Mr. Butlin. 

Dr. James Cagney, London, by Dr. W. Hill, Dr. Scanes Spicer, and 
Dr. Hall. 

Dr. Bronner exhibited some laryngeal syringes which had been so 
constructed as to admit of their being rendered aseptic by boiling. 
He also showed some portions of deviated septum removed by means 
of a cutting trephine, which he had found useful in dealing with such 
cases. 

Mr. CresswelIi Baber expressed a preference for the saw in these 
operations in place of the knife or the trephine. 

Dr. Scanes Spicer agreed that the saw was preferable for the larger 
spurs, but would use the cylinder trephine in the cases where the pro¬ 
jection extended completely into the inferior meatus. 

Mr. W. R. H. Stewart thought the best treatment for any but the 
very large-spurs was to leave them alone. 

The President deprecated the too hasty removal of spurs as a cure 
for neuroses. 

Dr. Bronner would only remove spurs and deviations when they 
were productive of actual obstruction. 


Rhinitis Atrophica Fcetida with Aphonia. 

This case was exhibited by Drs. Hill and Cagney. A. H—, set. 
24, a domestic servant, had suffered from dry nose and throat for 
four and a half years ; aphonia three years. One and a half years 
ago voice returned for a week only when in Guy’s Hospital, when the 
throat was faradised. 

In May, 1893, consulted Dr. Cagney at St. Mary’s Hospital for 
“ loss of voice.” Found to have rhinitis sicca, pharyngitis sicca, and 
laryngitis; under appropriate local treatment these conditions had so 
far improved that there was now no dryness of the pharynx and larynx, 
but the aphonia was unrelieved, and recently neuralgia of the left side 
of pharynx and head had become developed. 

Galvano cautery to the nose and base of tongue had been tried, also 
electrolysis to the nasal fossae. Faradism and galvanism to the larynx 
had been applied three or four times a week for about two months 
with no practical benefit. Suggestions were invited as to best line of 
treatment. 
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Dr. Dtjndas Grant considered the laryngeal condition secondary to 
the disease of the nose, of which there was evidence in the right middle 
meatus, and which was probably of the nature of sinus suppuration, 
as the patient’s consciousness of the offensive smell indicated. He 
believed that irritating material was simply displaced into the larynx 
by the action of inspiration, and this had given rise to a sodden con¬ 
dition. The aphonia was a remnant of the laryngitis so caused, and he 
believed that after successful treatment of the nasal suppuration, the 
laryngeal condition would yield to the j udicious use of local applications 
and electricity. 

Dr. Bronner mentioned that such cases were very common in 
Bradford. Of about 250 cases, at least forty would be cases of dry 
catarrh, but he had seen many cases where the larynx was alone 
affected, and which were successfully treated by intra-laryngeal injec¬ 
tion. 

The President was not convinced of the connection between the 
nasal and the laryngeal trouble in this case. The aphonia was still 
complete although the crusts and dryness were no longer visible. Mr. 
Symonds had restored the voice by faradisation, but it had been again 
lost. He suggested that the case should be shown again at a later 
stage. 

Dr. W. Hill, in reply, agreed with the President’s view. He did 
not think that the laryngeal affection was simply secondary to a sup¬ 
purating sinus. There appeared to be a general atrophy of the 
mucous membrane. 

The Function and Anatomy op the Epiglottis. 

Dr. A. A. Kanthack read the following notes and showed the 
drawings referred to. The exact function of the epiglottis was not 
even yet fully understood. It was a respiratory organ as much as a 
phonatory one, but in man was more or less abortive. With the base 
of the tongue it also belonged to the complex protective mechanism of 
the glottis during deglutition. This had been denied by Prof. 
Anderson Stuart, but his method in demonstrating that the epiglottis 
comes forward and does not fold down was faulty. Mr. Anderson and 
the speaker had shown that if animals such as Stuart used be allowed 
to swallow in the natural position, with flexed and not over-extended 
neck, the epiglottis acts as. a laryngeal lid. Allusion was made to the 
work of Moritz Schmidt and others. 

In adult guinea-pigs, rabbits, cats, dogs, goats, oxen, horses, and pigs 
an intra-nasal epiglottis could always be demonstrated by means of 
frozen vertical sections. These were illustrated by an extensive set of 
drawings. Mention was made of the exhaustive work of Howse and 
Gegenbauer, and also that of Bowles and others. 
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According to Bowles the epiglottis of sucking pigs was small and 
intra-oral, and at a later age became intra-nasal, i. e. ascended behind 
the velum. The same change occurred in kittens and puppies. In 
foetal kittens the epiglottis was as often intra-nasal as intra-oral. 
With age, therefore, changes in position of the epiglottis took place 
which required fuller investigation. In cats, rabbits, and guinea-pigs 
the velum palati extended vertically down to the base of the tongue 
in front of the epiglottis, so that in these animals swallowing under 
natural conditions could only take place with an epiglottis folded over 
the larynx. 

In rats the epiglottis was found either in the oral or naso-pharyngeal 
cavity, iu mice as a rule in the former; but the parts in smaller 
animals were so delicate that they were easily deranged. 

In man and anthropoid apes the epiglottis was rudimentary, and did 
not show the intra-nasal arrangement. Gegenbauer had shown, how¬ 
ever, that develop mentally it was not connected with the mouth. In 
some monkeys the velum descended in front of the epiglottis, but in 
most the relations resembled those of man, and the epiglottis did not 
reach the velum. The human epiglottis was at times greatly enlarged, 
so as to be plainly visible on opening the mouth, and to hide the 
posterior wall of the pharynx from view. Dr. Kanthack asked 
whether in such cases the velum and uvula descended in front or behind 
the elongated epiglottis. 

Dr. Scanes Spicer thought that the epiglottis, as seen clinically, 
was always posterior to the soft palate and uvula. The discharge 
from the uvula certainly dripped on the oral side of the epiglottis. 

The President asked Dr. Kanthack to follow out this question of 
the epiglottic function. To what extent was the epiglottis concerned 
in phonation ? It had been shown that timbre depended on the 
position of the epiglottis. In the production of open tones the 
epiglottis was said to be always more upright. 

Dr. Percy Kidd mentioned the case of an aphonic boy, in whom 
any attempt at phonation resulted in the pulling down of the epiglottis 
to a nearly horizontal position. 

Dr. Kanthack called attention, in reply, to the extreme difficulty 
attending all experiments as to function. 


Recurrent Papilloma op Larynx twice operated on by 

Thyrotomy. 

Dr. Percy Kidd showed this case. Chas. W—, aet. 9, was 
admitted into the Brompton Hospital on September 7 th, 1893, on 
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account of loss of voice and slight inspiratory stridor. His voice had 
been lost since April, 1893. Laryngoscopic examination showed the 
presence of growths on the anterior portions of both vocal cords, 
especially the right. 

On September 19th Mr. Godlee performed thyrotomy, and removed 
the growths with a sharp spoon. Nitrate of silver was applied to the 
base of the growths. Rapid healing ensued. 

A fortnight later, October 3rd, a flattish outgrowth was detected 
on the laryngeal aspect of the right half of the epiglottis, and the 
corresponding vocal cord at its anterior third presented a pale 
cedematous fusiform enlargement. The patient then went to his home. 

On November 21st he was readmitted, as the growth had recurred 
in the old site and was larger than ever. 

On November 27th Mr. Godlee again performed thyrotomy, and 
cleared out all the growths with a sharp knife. A great part of the 
left vocal cord had to be removed with the growth. Rapid healing 
again took place, but on December 17th, less than three weeks after 
the operation, another recurrence took place. Both cords were then 
red, thick, and irregular, but moved fairly well. A large growth was 
attached to the right cord at its anterior half, and the corresponding 
part of the left cord was somewhat swollen. The outgrowth on the 
right side of the epiglottis remained unchanged. 

Microscopically the growth was a papilloma. 

Mr. Btjtlin recalled two cases in which he had performed thyro¬ 
tomy on the same day. In one the operation was simple and suc¬ 
cessful, with good recovery of voice. In the other case the growth 
was diffuse and difficult to distinguish from healthy tissue; it was 
removed by scraping, but recurred again and again, and the patient 
was now wearing a tracheotomy tube. 

Dr. Dttndas Grant referred (1st) to the reported spontaneous 
disappearance of papillomata which sometimes occurred after tracheo¬ 
tomy ; (2) to the reported curative action of arsenic given internally; 
(3) to the frequent coincidence of post-nasal adenoids; (4) to the 
value of applications of strong solutions of perchloride of iron. In 
the case reported he would attack the growth by means of his safety 
endo-laryngeal forceps under anaesthesia, and at the same time 
administer arsenic. 

Dr. Soanes Spicer thought that the growth might be removed 
endo-laryngeally, and recommended the use of chloroform supple¬ 
mented by frequent mopping with cocainised mops to produce complete 
anaesthesia and paralyse secretion. 

The President mentioned a case in which no less than seventeen 
thyrotomies had been performed on the same patient, the result after 
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each being simply recurrence of the growth. He agreed that 
Dr. Kidd’s case might be treated endo-laryngeally with Dr. Dun das 
Grant’s forceps. As a general rule he would prefer to leave such 
growths alone in young children, unless they were causing dyspnoea. 
Although brilliant results might occasionally occur, recurrence 
generally took place and perpetual operations had to be performed. 
Even where there was dyspnoea it was sometimes better to perform 
tracheotomy and wait until the child grew older before removing the 
growth. 


Angioma of the Larynx. 

Specimen exhibited by Dr. Percy Kidd. Microscopical section of 
a portion of the tumour showing the characters of an angioma. 

The patient, a Russian woman set. 30, came to the out-patient 
department of the London Hospital in March, 1893, complaining of 
hoarseness and a sore feeling in the throat which had existed for a 
period of twelve months. 

Laryngoscopic examination revealed the presence of a rounded 
tumour of the size of a pea springing from the left vocal cord, about 
the junction of the anterior and middle thirds. The growth presented 
a pinkish-grey colour, and was attached by a broad flat pedicle which 
permitted a considerable degree of movement. After cocainisation of 
the larynx the tumour was removed in two pieces with Mackenzie’s 
cutting forceps. No bleeding of any note resulted. 

Three days later the left vocal cord presented a reddish irregular 
appearance, but no trace of the growth remained. The patient ceased 
attending after this, and had not been seen again. 


Enlargement of Posterior Faucial Pillars. 

Mr. L. A. Lawrence showed a patient, F. P—, a man-servant 
set. 30, who had suffered with his throat as long as he could remember. 
A diagnosis of enlarged tonsils had been made when he was eight 
years old. 

The present trouble dated more especially from Christmas, 1884, as 
the result of a bad cold caught by exposure in a severe snowstorm. 
The tonsils were large. Posterior faucial folds very large, smooth, 
red, and hard to the feel, and extending some considerable way down 
the back wall of the pharynx. Uvula also swelled. Vocal cords 
normal. The turbinate bones were slightly enlarged, but the nostrils 
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not blocked. Patient could blow out a candle through either nostril. 
The pharynx was greatly narrowed laterally by the projection of the 
large posterior pillars. 

In October last these conditions had been rather more aggravated 
than they were at present, and the voice was then nasal in tone. He 
had been using a paint of chloride of zinc, 30 gr. ad £j, till November 
17tb, since which time it had been increased by ten grains. 

What further treatment was advisable in such a case ? 

Mr. W. Gr. Spencer thought it would be possible to divide the 
thickened faucial pillars with the cutting cautery and shell out the 
tonsil. 


Laryngeal Papillomata. 

Pathological specimen exhibited by Dr. Scanes Spicer. A. L—, 
set. 8, a schoolgirl, lost her voice about January, 1887, during an 
attack of measles, and had not recovered it up to the period of coming 
under treatment in October, 1887. 

On laryngoscopic examination the whole length of the right vocal 
cord on its upper surface and inner margin was covered with sessile 
warty growths. 

She was given chloroform, placed in a sitting position in a nurse's 
lap in a chair, the tongue held out by an assistant on the right, the 
head steadied and kept square by an assistant behind. Anaesthesia 
was completed by spraying the throat with a 10 per cent, solution of 
cocaine. The growth was then removed piecemeal at two sittings by 
means of the laryngoscope and Mackenzie's lateral cutting forceps. 
Much mopping was required on account of exudation of secretions 
and bleeding. 

Her restoration to health of voice and larynx was perfect. At the 
end of 1893 she presented herself for examination. There had been 
no trouble since, and on examination, six years after the operations, she 
had a perfectly normal larynx and voice. 

This patient had a papilloma on her lip as well, and nasal obstruc¬ 
tion from post-nasal adenoid hyperplasia, which were treated at same 
time. 

The points of interest in the case appear to be the early age of the 
patient, and the methods which it was found necessary to adopt in 
order to see and remove the growth, and its successful removal 
without tracheotomy. 


< 
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Mr. Cresswell Baber remarked upon the difficulty attending 
operations under chloroform alone in such young children. The plan 
of combining it with the local use of cocaine was a decided improve¬ 
ment. 

Mr. Kanthack observed that in experiments upon animals it was 
always found that an exceptional amount of chloroform was required 
to paralyse the act of deglutition. 

The President referred to the increased flow of saliva induced by 
t ^chloroform, and agreed that the laryngeal reflex was the last to dis¬ 
appear under anaesthetics. 

Dr. Spicer thought that chloroform alone was not sufficient to para*'' 
lyse the pharynx. He used the cocaine mops persistently till all secre¬ 
tion had ceased. 


Papilloma op Uvtjla. 7 

Pathological specimen exhibited by Dr. Scanes Spicer. The 
patient, A. H—, set. 15, a servant, came complaining of tickling in 
the throat, which led to irritating cough and “ spasm ” of the throat. 
These symptoms had been noticed three months. 

On examination a papillomatous pedunculated mass the size of a 
pea was seen to be attached to a somewhat elongated uvula. 

It was considered that the symptoms would be relieved by shorten¬ 
ing the uvula about the attachment of the growth, which proved to 
be the case. 

Dr. Spicer had never before seen a papillomatous growth of this 
size attached to the uvula or in the pharynx, and he believed that 
such cases were uncommon. 


Carcinoma op the (Esophagus. 

Specimen exhibited by Mr. W. R. H. Stewart. L. G—, set. 29, 
a cook, an anaemic and somewhat emaciated woman, attended at the 
London Throat Hospital at the end of May, 1893. She stated that 
up to the preceding Pebruary, when she caught cold, she was well. 
She then had a sore throat, with dryness and difficulty of swallowing, 
taking fluids better than solids. After two or three weeks she went 
to Hastings for a fortnight, where she seemed to be quite well. On 
returning to London, however, the symptoms all returned with greater 
intensity. She began to lose flesh, and the food occasionally regur¬ 
gitated through the nose. There was no history of syphilis or injury 
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to the throat of any description. The father and one brother died of 
phthisis. The voice was hoarse. There was tenderness over the right 
side of the larynx, and she expectorated a white frothy fluid. 

Laryngoscopic examination showed some irregular swellings situ¬ 
ated about half an inch above the arytsenoids and more to the right of 
the middle line, and from one point pus was oozing; through this a 
fine probe could be passed into the oesophagus, some roughness being 
felt as it went through. Larynx normal. Patient gradually got 
weaker, the difficulty in swallowing, tenderness and pain in the right 
side of the neck increased, and there was a good deal of swelling in 
this region. Gastrostomy appeared to be imminent, and the patient 
was therefore transferred to the Great Northern Central Hospital. 
There on July 21st, the swelling in the neck having increased, Mr. 
Stewart dissected down to it, and found a mass of tough, thickened 
tissue, which proved to be the thickened wall of the oesophagus. This 
was removed, and a large drainage-tube inserted; but the patient 
gradually got worse, and as it was found impossible to feed her either 
through a catheter or by the tube in the wound, gastrostomy was 
performed by Mr. Macready, and a good meal was given through the 
tube during the operation; she seemed greatly relieved, but gradually 
sank, and died two days after. 

ToiUmortem .—The upper portion of the oesophagus for about four 
inches was found to be affected, and the microscope proved the growth 
to be carcinoma. 

There were several points of interest in this case. First, with 
regard to the unusually early age—twenty-nine. The disease was 
thought to be very rare before thirty-five years, and although it 
occurred earlier in women than men, forty-five to fifty-five was the 
usual time. Again, it was an instance of the reputed disposition of 
children of tuberculous parents to develop cancer of the oesophagus. 
There was no traceable exciting cause, and the disease did not spread 
from an adjacent organ. Death took place very rapidly, within five 
months of the patient feeling any symptom, and the upper portion of 
the tube was affected; but it was probable that the disease had no 
special preference to any part. Does ulceration occur at an earlier 
stage when the upper part of the oesophagus is first affected ? 
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Suppuration in the Ethmoidal Cells. 

(This case was reported in the ‘Lancet/ April 29th, 1893.) 
Mr. W. R. H. Stewart showed the case of M. W—, a married 
woman, who was sent to him at the Great Northern Hospital by his 
colleague, Mr. Morton, with the following history:—Scarlet fever 
twenty years previously. During convalescence a large abscess 
formed in the corner of the right eye, and she was slightly deaf. The 
abscess burst and both ears discharged. She had no further trouble 
in the eye for ten years, but suffered occasionally from severe head¬ 
aches. When out one day she suddenly felt a most violent pain 
which lasted for a week, during which time she could not sleep or lie 
down, and was at times unconscious. She consulted an oculist, who 
told her she had a tumour at the back of her eye. He incised a hard 
lump in the corner, and a lot of discharge came away. Eighteen 
months afterwards the eye was again very painful, and once more 
opened without relief. The pain in the head was very severe, and the 
swelling was incised a third time. Since then, nine years ago, the 
pain in the head has been almost unbearable, from time to time lasting 
from a few hours to two or three days. The swelling in the forehead 
and temple was always much inflamed whilst the pain lasted. Five 
years ago, after using a very hot lotion, large quantities of discharge 
came down into the throat, and have continued ever since. During 
the past few months the substance in the corner of the eye had 
become larger, the eye itself was more prominent, the attacks of pain 
more frequent, and affected the teeth so much at times that she could 
not bite. The parts seemed numb when not painful. When seen, 
now three years ago, the eye was pushed outwards and downwards, 
and there was a round swelling in the interior and superior corner of 
the orbit; the canaliculi had been slit up, and there was some discharge 
oozing from them. Rhinoscopy showed a large, hard, and tense 
swelling occupying the place of the right middle turbinate. Naso¬ 
pharynx free. Under an anaesthetic he punctured the turbinate 
swelling with a trocar, and then on inserting his little finger into the 
nostril the tumour crackled up before it, and he was enabled to pass 
his finger on into the orbit. He therefore made a free incision into 
the internal and superior corner of the orbit, found a large quantity 
of dead bone and the orbit full of stringy pus, which was pushing out 
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the eyeball; the pus had also hollowed out a cavity in the direction 
of the frontal sinus, into which he could insert the tip of his little 
finger. The dead bone was removed, and the pus and debris well 
washed out with a warm boric acid lotion; a large drainage-tube was 
then inserted through the nostril and brought out through the wound. 
The patient did remarkably well, and now, three years after the opera¬ 
tion, the nose remained free. There was, however, some slight hyper¬ 
esthesia round the orbit, and some bone had recently come away. 
The late Sir W. Bowman saw the case with Mr. Morton before she 
came to him, and pronounced it one of suppuration in the post- 
ethmoidal cells. 

Recent Syphilitic Stenosis op Larynx. 

Mr. Symonds showed this case, a man, set. 45, with syphilitic 
stenosis of the larynx of recent origin. There was a general diffused 
thickening of the mucous membrane, with much narrowing of the 
glottis and impeded respiration. The affection had existed for one 
year, and though so recent had not yielded to a vigorous course of 
remedies. A prophylactic tracheotomy was recommended. 


Swelling op Ventricular Band and Arytenoid Cartilage 
op Uncertain Nature. 

Mr. Symonds showed, for the second time, a man of 75 who was 
exhibited in May, 1893. At that time he had a swelling of the left 
band and arytenoid, with fixation of the cord. The symptoms arose 
suddenly while eating, and at first it was thought that the part had 
been wounded by a bone. There was no history to support this 
view. He had, when shown in May, a painful short cough with 
much dysphagia. At the present time, after an interval of eight 
months, there was still swelling on the left side, with fixation of the 
cord. It appeared hard and had lost its glazed appearance. There 
was a depression in the centre that looked like a superficial ulceration. 
The arytaenoid was not so swollen as before. The cough and the pain 
disappeared, and he could swallow easily. In May the diagnosis lay 
between a growth and some form of perichondritis. At the present 
time the diagnosis was still open. The appearances did not closely 
resemble any known growth. Iodide of potassium had been tried. 
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There was no external change in the larynx. The case would come 
before the Society again. 

The President thought that the diagnosis must still remain un¬ 
certain, but he inclined to his former view that it was originally a 
perichondritis. He expressed thanks to Mr. Symonds for the further 
exhibition of the case, and suggested that all such doubtful cases 
might with advantage be shown again and again to the Society, in 
order that their progress might be watched and studied. 

Epithelioma op the Soft Palate and Fauces. 

Dr. Watson Williams brought forward this case. F. F—, set. 
65, was admitted to the Bristol Boyal Infirmary in August, 1893, 
with a large epitheliomatous growth occupying the soft palate, well 
displayed in the coloured drawing exhibited. It probably commenced 
in the soft palate on the right side eleven months before admission, 
when the patient first began to notice pain and difficulty in swallowing. 

The case had previously been diagnosed and treated for syphilis, 
but there was no history of syphilis, nor any family history of 
malignant disease. 

The main portion of the growth showed light pink, granular, but 
deep ulceration, covered with greyish muco-pus and disintegrated tissue 
which gave a characteristic foetor to the breath. The surface of the 
ulcerated portion was fissured, nodular, and of a cauliflower aspect, 
while the margin was seen to be elevated, distinct, and hard. There 
was no glandular enlargement or infiltration in the neck at first, nor 
was the pain intense. It had been relieved by iodide of potassium for 
a time, and when it became more severe by ten-grain doses of 
analgen. The growth gradually spread and disintegrated. The 
gland of neck became rapidly involved, and the patient sank and died 
two months later. An attempt was made to arrest the growth by 
inoculations with pure cultures of the Streptococcus erysipelatosus , 
but without success. 


6 * 




PROCEEDINGS 


OP THE 

LARYNGOLOGICAL SOCIETY OF LONDON 


Ordinary Meeting, February 14 th, 1894. 


Felix Semon, M.D., F.R.C.P., President, in the Chair. 


E. Clifford Beale, M.B., 
Scanes Spicer, M.D., 


Secretaries. 


Present—22 Members and 2 Visitors. 

The following gentlemen, nominated by the Council at the previous 
meeting, were elected Honorary Members of the Society: 

Sir G-eorge Johnson, M.D., F.R.S. 

Prof. B. Fraenkel, Berlin. 

Prof, von Schroetter, Vienna. 

Prof. Stoerk, Vienna. 

Dr. Wilhelm Meyer, Copenhagen. 

Dr. J. Solis-Cohen, Philadelphia. 

Dr. G. M. Lefferts, New York. 

Prof. Massei, Naples. 

Dr. E. J. Moure, Bordeaux. 

The following gentlemen were elected Ordinary Members of the 
Society: 

Dr. J. H. Drysdale, Liverpool. 

Dr. James Cagney, London. 

Mr. Edmund Roughton, London. 

The Minutes of the previous Meeting were read and confirmed. 


Tubercular Tumour of Larynx. 

Dr. Clifford Beale showed a patient, aet. 22, who had been under 
observation for the last four years, suffering on and off from tubercular 
disease of both apices. The active pulmonary disease had always 
subsided whilst the patient remained in hospital. The throat had at 
first been affected with occasional attacks of simple laryngitis. During 
the last year a nodular swelling had formed at the posterior part of 
the right arytaenoid cartilage, projecting into tjie larynx and cover¬ 
ing the right processus vocalis. It was smooth, rounded, and not 
first series—vol. i. 7 
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ulcerated, and only gave rise to occasional hoarseness. The firm 
character of the swelling, its position, its relation to the inactive 
disease in the lung, and the fact that it showed no tendency to disinte¬ 
gration placed it in the class of conglomerate tubercular tumours of 
the larynx, described by Stoerk and others. 

Dr. Tilley thought that the tumour must be classed as tubercular, 
and mentioned an exactly similar case. The position of the swelling 
was, he thought, sufficient in itself to warrant the diagnosis of 
tubercle. 

Dr. de Havilland Hall, agreeing as to the tubercular nature of 
the tumour, would deprecate any interference with it so long as it 
gave rise to so little trouble. 

The President described the case of a man, aged fifty, in whom 
no tubercular disease of the lung was manifest, but who had a slowly 
growing tumour in the anterior commissure of the cords. This was 
proved to be tubercular by examination of a portion of it, and was 
checked by applications of lactic acid. Possibly some tubercular 
lesion of the lung was present, but no physical signs of it could ever 
be discovered. 


Complete Paralysis of the Eight Vocal Cord. 

Mr. Butlin showed a patient with complete paralysis of the right 
vocal cord. The cord stood almost in the middle line, and its free 
border was incurved. The other vocal cord moved well, and came in 
contact with the paralysed cord, but the voice was gruff and unsteady. 
There were no signs of disease in the interior of the larynx, and the 
two cords were quite white and clean. 

The patient said he had become gradually hoarse in the course of 
June, 1893, and was not conscious at that time of having suffered 
from a cold. 

He had been an inmate of St. Bartholomew’s Hospital for some 
days, during which a careful examination had been made, in order to 
discover a cause for the paralysis, but without success. There were 
no evident signs of central or peripheral nerve lesion; no signs of 
aneurism or tumour in the neck and chest; no signs of malignant 
disease of the larynx or oesophagus. 

There was a history of venereal disease many years (thirty) pre¬ 
viously, but no clear history of syphilis. The man stated that he had 
lately lost a stone in weight, but that was apparently only due to a 
sharp attack of influenza. 
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No physical signs of affections of the apices of the lungs were 
discovered. 

The patient was a miller 52 years old. 

The President thought it possible that the paralysis might be the 
forerunner of tabes. He had been struck with the frequency of early 
abductor paralysis in cases of commencing tabes, but agreed that in 
the present case no symptoms were as yet evident which could justify 
such a diagnosis. 

Carcinoma op Eight Side op Larynx. 

Mr. Butlin also showed for Mr. Bowlby a man, between 40 and 
50 years of age, with considerable swelling and ulceration of the right 
ary-epiglottic fold and right half of the larynx, which was immoveable. 
There were enlarged, hard, fixed glands on the right side of the neck, 
particularly below the angle of the jaw. The larynx was broader than 
natural. 

The patient suffered much from pain, dysphagia, and occasional 
sharp attacks of dyspnoea. His symptoms dated from September, 
1893, when he first began to experience pricking sensations about the 
right side of the larynx. 

Rhinitts Fcetida, with Antral Disease and Hypertrophy op 
Uncinate Process and Mucous Membrane covering it, 

SIMULATING SO-CALLED “ CLEAVAGE.” 

Clinical case exhibited by Dr. William Hill. Miss G—, aet. 45. 

History .—The foetid rhinitis was of five or more years' duration, 
and had been treated by removal of crusts, antiseptic sprays and 
douches, galvano-cautery, trichloracetic acid, iodol ointment, &c. 

In January, this year, an attempt was made to drain the antrum 
through a tooth socket. A considerable quantity of pus escaped 
through this opening. The antrum had been syringed until within 
the last week, when the operation became too painful. 

Rhinoscopic appearance .—In the right nostril could be seen the 
condition corresponding to the descriptions of “cleavage” of the 
middle turbinated body (Woakes). The body on the outer side of 
the cleft in this case was clearly a pathological enlargement of the 
uncinate process of the ethmoid, together with the mucous membrane 
covering it; this process normally bounds the hiatus semilunaris in 
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front and below. The hypertrophy of the uncinate process and its 
mucous covering might be conveniently described as the " uncinate 
body.” The body on the inner (septal) side of the cleft was the middle 
turbinated itself. The cleft was-choked with granulations, and it was 
inferred that the antrum contained granulations or polypi, or some 
other diseased condition of the mucous membrane. 

Proposed further treatment: 

1. Removal of the hypertrophied area (“uncinate body”). 

2. Opening of the maxillary antrum through the canine fossa. 

3. Establishing an accessory opening between nose and antrum, 
either in middle or inferior meatus. 

Note. —Although the “ uncinate body ” is usually composed of 
overgrowth of bone and mucous membrane, the bone occasionally is 
of normal size, but covered by such an overgrowth of the muco- 
periosteum as to appear as a fibrous or mucous tumour which can 
readily be severed. 

Obscure Pharyngeal Ulceration in a Case of Arrested 
Laryngeal and Pulmonary Tuberculosis. 

Dr. Felix Semon showed the case of N. W—, set. 36, a gentleman 
who, coming of a healthy family, began to suffer with severe sore throat 
in August, 1892. Had never had syphilis. Nevertheless in 
November, 1892, a London laryngologist considered the affection to 
be specific, having found considerable ulceration of the epiglottis. In 
December, 1892, Dr. Davison of Bournemouth pronounced distinct 
disease of right apex. He treated the larynx with lactic acid, and 
ordered constitutional measures. The throat got gradually better, and 
in April, 1893, Dr. Davison stated that the laryngeal ulceration had 
been definitely arrested. In June, 1893, the soreness started again, 
and the patient consulted the reporter, who found consolidation of the 
right apex and tubercular tumefaction and ulceration of the epiglottis, 
a diagnosis which was subsequently corroborated by Sir William 
Broadbent. The epiglottis was treated by energetic curetting followed 
by applications of lactic acid (30 to 50 per cent.), and the ulceration 
again healed, leaving a large loss of substance about the middle of the 
part, covered by a peculiarly white scar. The right half of the epi¬ 
glottis has ever since remained tumefied. Internally the patient was 
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given, and had ever since taken, large doses of creasote. The condition 
of the right lung had remained perfectly stationary, and the general 
health very good. On the epiglottis once more, at the beginning of 
November, slight ulceration took place in the scar tissue, which was 
again promptly stopped by lactic acid. 

At the commencement of this year Dr. Davison observed on the pos¬ 
terior wall of the pharynx some small, well-defined, clean, steep ulcers, 
which he at first was inclined to look upon as tubercular, but which 
did not yield to lactic acid. The patient states that he has once 
before had a similar ulceration, which gradually disappeared. The 
theory of syphilis once more being revived, the patient took for a 
fortnight iodide of potassium. This only resulted in the production 
of considerable oedema of the left arytaenoid cartilage, with transitory 
immobility of the left vocal cord. The pharyngeal ulcers were now 
again spontaneously subsiding, and suggestions were invited as to their 
probable nature. 

Mr. Stmonds suggested that the pharyngeal ulceration should be 
curetted and treated with lactic acid. 

The President had used lactic acid without any result, but not 
after curetting. The fact that the larynx had healed under lactic acid 
made it appear that the pharyngeal condition must be due to some 
other cause besides tubercle. 

(Edema and Infiltration of Arytenoid Mucous Membrane 

of Uncertain Origin. 

Clinical case exhibited by Dr. Scanes Spicer. J. P—, set. 51, 
labourer, was sent to the throat department at St. Mary's Hospital by 
Dr. Maguire January 23rd, 1894. 

Symptom .—Shortness of breath; feeling of choking and suffocation ; 
paroxysmal cough; excessive secretion of frothy mucus; constant dis¬ 
comfort in throat day and night ; voice weak, but not otherwise 
affected; difficulty of swallowing extreme; had lasted two years. 

Laryngoscopic examination. —Pale, glistening, semi-transparent, 
bladder-like swelling seen filling upper orifice of larynx, and obscuring 
glottis completely. After cocainisation this swelling somewhat subsided, 
and the left pyramid was seen to be cedematous and lobulated in the 
situation of cartilages of Santorini and Wrisberg. The left ventricular 
band was considerably infiltrated and red, but no ulceration could be 
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made out, and it overlapped the left vocal cord' Both vocal cords 
moved normally on phonation, and glottis widened at inspiration. 

The diagnosis appeared to lie between— 

1. Perichondritis with secondary thickening and oedema. 

2. Malignant disease with secondary oedema. 

3. Tertiary syphilis with secondary oedema. 

4. Tubercular disease with secondary oedema. 

(1) appeared to be excluded by free mobility of cords, and by 
long duration of case without much alteration in symptoms. 

(2) by the same signs, by absence of ulceration or by glandular 
enlargement, and by absence of sufficiently marked cachexia. 

(3) . There was a history of syphilis, but had this laryngeal affection 
been gummatous, it must have led to ulceration and destruction of 
soft parts at all events, especially as there had been no antiseptic 
treatment. 

(4) . The case was probably of tubercular origin, on which had 
supervened an unusual amount of oedema. It is the observer’s experi¬ 
ence that such marked laryngeal disease in tuberculosis is seldom con¬ 
fined so entirely to one side. The emaciation, history of repeated 
attacks of bronchitis, slight haemoptysis, together with depression 
about clavicular fossae and upper intercostal spaces (in the absence 
of any marked pulmonary lesions), taken all together, confirm the 
tubercular view. Examination of sputa for tubercle bacilli had given 
negative result. 

Dr. de Havilland Hall thought that the condition was one of 
perichondritis, and not of tubercle. 

The President, Mr. Butlin, and Dr. Tilley supported Dr. Spicer’s 
view that the disease was tubercular. 

Multiple Sarcoma. 

Mr. W. R. H. Stewart mentioned the case of P. P—, a fireman, 
who had been exhibited by him at the first Clinical Meeting of the 
Society in April, 1893. A full account of the case appeared in the 
first number of the ‘ Proceedings/ At the suggestion of two or three 
members Mr. Stewart had pushed the arsenic treatment, and within a 
month the patient was taking Liq. Arsenicalis Tlixv, t. d. s., and 
sometimes even larger doses. The result as far as the tumours were 
concerned was marvellous. The glands in the neck gradually got 
softer and disappeared; the edges of the ulcers, to use Dr. Freeborn’s 
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description, who kindly looked after the case at Oxford, seemed to 
melt away, and the naso-pharynx became fairly free. The swelling in 
the tongue, however, did not get less, but it ulcerated, and a lump 
came away from it, which under the microscope proved to be simply a 
blood-clot. About six weeks after commencing the arsenic his fingers 
and toes began to feel numb, the feet swelled, his knees began to give 
way, and be fell on them occasionally when walking. The arsenic was 
then left off until July 4th, when it was recommenced, but it could 
not be continued in such full doses again. The trouble in the throat 
had gradually become worse, until it had reached its present condition, 
viz. much the same as it had appeared last April. 

Retraction of Al^e Nasi—Oz^ena. 

Mr. W. R. H. Stewart showed the case of M. H—, who for the 
last eight years had noticed a bad smell from the nose, gradually getting 
worse. The nose became blocked and very sore. As the soreness 
passed away the sides of the nose fell in. On examination there was a 
contraction on both sides about half an inch from the opening. The 
patient had been under treatment for ozsena for about a fortnight 
with applications of lactic acid, 80 per cent, solution, and the passage 
of nasal bougies. Mr. Stewart had not much hope of greatly benefiting 
the contracted condition of the openings. 

Dr. Tilley suggested that the patient should wear the small 
celluloid alae nasi, dilators introduced by Dr. Spicer, which, by a little 
trimming down to suit the case, would be found to give the patient 
relief from the obstruction to breathing. 

Dr. J. B. Ball did not think that any special treatment was called 
for, as the patient seemed to have room for respiration. 


Absorbed Gumma over Right Arytjenoid Cartilage— 
Impaired Movement of Vocal Cord. 

Dr. Hale White showed this case. Ed. S—, set. 33, admitted 
December 19th, 1893. In Guy’s Hospital three years ago for rupia, 
and nine months ago for sloughing gummatous testicle. Six weeks 
before admission he lost his voice, and this had not returned. Diffi¬ 
culty of breathing had slowly come on, and any slight excitement 
brought on choking attacks. 

On admission cyanosis, enlarged glands in neck, specific scars on 
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legs, perforated nasal septum ; voice very husky; cough difficult. 
Inspiratory stridor so bad that tracheotomy appeared imminent. 
Larynx did not move much. Some sucking in over lower part of 
chest. Any excitement increased the dyspnoea. Over the right ary- 
tsenoid was a rounded, greyish, cedematous-looking swelling as large as 
a Barcelona nut. The right arytsenoid could be seen, but the 
posterior part of the laryngeal aperture was blocked by the swelling ; 
the right cord moved, but not the left. Under treatment with gr. x 
of Pot. Iod., gradually increased to gr. xxx ter die, and £ gr. of 
perchloride of mercury injected into the gluteal muscles, the swelling 
slowly subsided, and now there was scarcely any swelling, but the 
left cord moved but little. 

Dr de Havilland Hall mentioned a similar case where trache¬ 
otomy was often threatened, but where the use of iodide again and 
again averted its necessity. Tracheotomy was finally unavoidable, 
and subsequently thyrotomy had to be performed. The patient died, 
of pneumonia somewhat later, and the laryngeal disease was found to 
be malignant, although it had apparently healed on several occasions. 

The President thought that while it was not well to wait too long 
for tracheotomy, it was always advisable to use iodide and mercury in 
the first instance if possible. Cases had occurred of rapid improvement 
by such means. In some cases the disease had been seated in the 
trachea, and a too hasty tracheotomy would only have complicated 
matters without giving relief. Replying to Dr. Hale White, he had 
found that the movement of the affected cord in a case similar to the 
one exhibited had been completely restored in course of time. 

Gummata of Epiglottis (?). 

Dr. Willcocks showed a patient, R. C—, set. 27, a Covent Garden 
porter, who had contracted a primary sore three years ago, followed 
by slight sore throat and erosions on edges of tongue. Rash on skin. 
Voice husky for last two and three quarter years ; affected shortly 
after primary sore. 

Present condition .—Epiglottis much thickened and irregularly 
nodulated; somewhat fixed; no visible ulceration; feels hard ; view 
of interior of larynx imperfect; no enlarged glands to be felt under 
jaw. 

Mr. Stewart referred to a similar case which cleared up under 
the use of iodide, but with occasional severe laryngeal spasm, necessi¬ 
tating the use of an anaesthetic. In another case the disease simply 
went from bad to worse, the iodide showing no result. 

Dr. Bronner advised the use of mercurial inunction. 

Dr. Willcocks proposed to treat the case with iodide and mercury. 
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The minutes of the previous meeting were read and confirmed. 

The President referred in feeling terms to the great loss that the 
Society had experienced in the death of Dr. Ernest Jacob, of Leeds. 
His wide range of interest in scientific work of all kinds, not limited 
to professional subjects only ; his cordial sympathy and co-operation 
in the work of the Society, of which he was an original member, and 
above all his kindly and genial personal qualities, would always be 
held in remembrance by those who had the privilege of knowing him. 


Fixation of Left Yocal Cord. 

Dr. J. B. Ball showed the case of Mrs. A. 0—, set. 31. The left 
vocal cord was immoveable in position of complete paralysis. Right 
vocal cord moved freely. No other sign of disease in larynx. In 
January, 1891, she had influenza and congestion of the lungs. She 
lost her voice during the illness, and though it had improved it had 
never returned to its natural condition. Was thin and anaemic. 
Catamenia scanty and infrequent. Breath short on exertion. Suf¬ 
fered from palpitation of heart. The feet and legs swelled at times. 
Never had rheumatic fever. Heart’s apex beats in fifth space, an 
inch outside nipple. Systolic and pre* systolic apex murmurs present. 
Lungs normal. 

Tumour of the Larynx in a Case of Goitre. 

Dr. J. B. Ball showed this case. Mrs. C. B—, set. 48, was 
admitted into the West London Hospital on September 27th, 1892 
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with a very large goitre, which had been growing for ten years and 
was beginning to cause some dyspnoea. A considerable portion of 
the tumour was removed by Mr. Keetley. Larynx examined at this 
time was normal. 

Readmitted on August 5th, 1893, suffering from severe dyspnoea. 
Tracheotomy was performed immediately, and she bad worn tube 
since. On August 25th, 1893, a swelling was found involving right 
ary-epiglottic fold and almost hiding glottis. Not examined again till 
March 9th, 1894, when a rounded, smooth red swelling was seen 
involving the right ary-epiglottic fold, and covering nearly the whole 
of the upper aperture of the larynx. 

Since the original operation by Mr. Keetley in September, 1892, 
there had been a considerable increase in the size of the portion of the 
goitrous tumour which was left. Microscopical sections of the tumour 
were exhibited. 

Mr. Spencer thought that the case was certainly one of thyroid 
carcinoma, both from its clinical appearance and from the characters 
of the specimen shown. 

Mr. Symonds agreed as to the carcinomatous nature of the growth, 
and thought that the internal swelling was due to projection of the 
growth inwards, as it seemed to be continuous when manipulated 
externally, the larynx being examined internally at the same time. 

The President suggested that the internal swelling might be a 
part of the thyroid, but not of necessity a part of the growth. 

Dr. Dundas Grant suggested that the appearance of invasion of 
the larynx by the growth might be due to the displacement caused 
by the external swelling pushing parts of the larynx itself inwards. 


Laryngeal Symptoms in a Case of Insular Sclerosis. 

Dr. F. W. Bennett showed this case. R. P—, set. 38, complained 
in April, 1892, of difficulty in swallowing, hoarseness, and attacks at 
night-time as if "some one were clutching the throat, preventing 
breathing.” He attributed the symptoms to a bad cold, and had 
noticed also tingling and cramps in the hands, arms, and legs, espe¬ 
cially of the left side, pain in the hips and spine, and severe occipital 
pain. He suffered occasionally from vertigo. 

On examination the pharynx and larynx were found chronically 
inflamed, the uvula elongated. During inspiration the cords separated 
widely, the right moving most freely. In phonation the right cord 
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moved slightly over the middle line, but the left moved fairly freely. 
The vocal processes met, leaving an oval opening between the cords 
anteriorly and a triangular opening posteriorly. Occasional tremor 
of the cord was noticeable. 

The pupils were very unequal in size; there was frequent spasm of 
the left orbicularis; fundus of the eye normal; the tendon reflexes 
were lively. Nothing abnormal could be detected in the chest or 
urine. The patient was thought to be suffering from insular sclerosis. 

March, 1894.—The patient stated that he would feel well if it were 
not for his throat. His life was “ made a misery to him ” by attacks 
of “ spasm of the throat/’ which prevent him from lying down at night. 
The voice was now better, but the spasms were much worse. The 
appearance on phonation did not show any important change. Occa¬ 
sionally, however, the left cord failed to meet the right, and retained 
a general concavity inwards. 

The sensitiveness of the larynx was not impaired. The crico-thyroid 
muscle contracted moderately during attempts at singing. 

Dr. Scanes Spicer called attention to the marked degree of nasal 
obstruction which existed in this case. He thought the laryngeal 
spasms occurring on lying down at night were due to the accidental 
passage of secretion from the naso-pharynx and pharynx into the 
larynx. It was observed that the naso-pharynx and pharynx were in 
a state of subacute inflammation, the palate and uvula inflamed, 
“ dropped,” and hypertrophied. He believed that these conditions 
could only be cured by first rendering the nose patent, and that if 
the catarrh were subdued, the nocturnal laryngeal spasms would cease. 
He did not regard the spasms as of central origin, nor as reflexly 
started in the nose, but as a direct mechanical irritation from excessive 
catarrhal secretions. 

The President did not think that there was any connection between 
the nasal condition and the spasmodic movements of the cords. These 
he regarded as evidences of some central defect of co-ordination, and 
pointed out that the position of the cords was constantly changing 
even during examination, and especially on attempted phonation. 

Dr. MgBride suggested that the nocturnal spasms and the peculiar 
movements of the cords might be due to hysteria. He could not 
accept the explanation offered by Dr. Spicer, but believed that if the 
catarrh and its consequences were relieved by operative measures the 
laryngeal affection might or might not be cured, but still ought to be 
regarded as of an hysterical nature. Any severe shock, such as a 
surgical operation either in the nose or elsewhere, might bring about 
a cessation of such symptoms. 

Dr. Bennett agreed with Dr. Spicer that the nose should receive 
attention. He had noted the changes of position to which th 
President had referred, and recalled the fact that at an earlier stage in 
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the case some temporary relief had been afforded by removal of a 
portion of the elongated uvula, but that no permanent benefit had 
resulted. He had no doubt that the general symptoms indicated the 
slow progression of insular sclerosis. 


Tracheal Fistula. 

Clinical case exhibited by Dr. de Havilland Hall. —M. S—, 
set. 40. Tracheotomy was performed at the age of twelve on account 
of gradually increasing difficulty of breathing. A cannula was worn 
up to the age of nineteen, but a tracheal fistula remained after its 
removal. Closure of the opening with the finger caused dyspnoea. 
On laryngoscopic examination the glottis was found to be very much 
contracted byfpapillomatous growths springing from the vocal cords 
and the anterior commissure. After these were removed with the 
cutting forceps, Mr. Pearce Gould did a plastic operation, and closed 
the tracheal fistula, which had existed for twenty-one years. 


Syphilitic Stenosis op Larynx. 

Specimen exhibited by Dr. de Havilland Hall. —Larynx of a 
patient who was shown at a previous meeting of the Society suffering 
from syphilitic stenosis. During a wrangle in the street the canula 
came out, and being unable to replace it, the patient was brought into 
the hospital dead. 

Mr. Spencer, who had originally performed tracheotomy in this 
case, observed that there had probably been some affection of the 
superior laryngeal nerve, as evidenced by certain disturbances of 
circulation from which the patient had suffered, which had decided 
him against undertaking any further operative measures. There 
was probably some amount of neuritis of the superior laryngeal 
nerve, and it was most likely that the sudden death was not due 
merely to the loss of the tube, but to some sudden disturbance of the 
heart’s action. 

Dr. Hall agreed with this view, and mentioned that the patient 
had on several occasions suffered from syncopal attacks and vomiting. 
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Laryngeal Stenosis (? Tubercular). 

Dr. Percy Kidd showed this case.—C. H—, set. 42, an ex-police¬ 
man. The patient had some venereal disease, whether syphilis or not is 
uncertain, fourteen years ago. 

Two years ago he had “ influenza and bronchitis/’ since which time 
his voice became weak, and a few months later was lost altogether. 
There had not been much cough or expectoration, but the patient had 
lost flesh considerably, and had suffered from dyspnoea on slight exer¬ 
tion. 

Larynx .—The glottis was bounded by two dull red irregular bands, 
occupying more or less the position of the vocal cords, but apparently 
attached posteriorly at a lower level than usual with the normal cords. 
On each of these bands at their upper and inner aspects there was a 
fleshy, flattish, polypoid outgrowth. These bands were situated close 
together, causing considerable stenosis of the glottis, and were quite 
motionless. There was some partially healed ulceration over the left 
arytsenoid cartilage close to the processus vocalis, extending to the 
interarytsenoid fold. 

Chest .—Weak breath-sounds on both sides. Muffled r&les on 
cough at the right apex in front and behind. Slight dulness at the 
right infra-spinous fossa. 

The patient had been under observation since last summer. The 
larynx had not altered much. A course of iodide of potassium and 
mercury had no effect. The pulmonary physical signs had varied consi¬ 
derably, at times no rales being audible, at other times r&les had been 
heard at the left apex only. The sputum had been frequently examined 
for tubercle bacilli with negative result. The patient had wasted much, 
and his general condition had deteriorated sensibly. 


Small Subglottic Tumour op Uncertain Nature in a Case of 

Laryngeal Tuberculosis. 

Dr. Percy Kidd showed the case of P. B—, set. 38 , a caretaker. 
Larynx .—Puckered and partly healed ulceration of tip of epi¬ 
glottis. Ventricular bands much swollen, partly hiding vocal cords. 

§ 
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Ary-epiglottic folds both much swollen. In subglottic region just 
below anterior commissure, and slightly to the left of the middle line, 
a sessile, oval, smooth, reddish tumour, of the size of a coffee bean. 

The tumour was at first regarded as tubercular, but although the 
patient had been under observation for three months, no change had 
occurred in its appearance. 

Tubercular ulceration of the epiglottis was arrested by the applica¬ 
tion of pure lactic acid. 

The patient was the subject of chronic pulmonary tuberculosis. 

His general condition had improved greatly, and he had gained 
much weight during the last three months. 

No history of any venereal disease could be obtained. 


Two Cases op Malignant Disease op the Larynx cured by 
Thyrotomy and Excision op the New Growth. 

Exhibited by Dr. Felix Semon. 

Case 1 (already described in Clinical Society’s ( Transactions,’ 
vol. xxv, 1892, p. 300).—F. C—, gentleman set. 40, sent by Dr. Bower 
of Gloucester, consulted the reporter in May, 1891. He was then 
suffering from an infiltrating tumour in the larynx, occupying the left 
ventricle and the left ventricular band, which almost completely 
covered the left vocal cord. He had been suffering for more than 
twelve months from hoarseness. Latterly, slight pain had occasion¬ 
ally been felt on the left side of the throat, extending into the ear. A 
small piece of the growth was removed with Mackenzie’s forceps, and 
turned out, on microscopic examination by Mr. Shattock, to be a 
squamous-celled carcinoma. On June 2nd, 1891, thyrotomy was 
performed; the patient recovered without any incident, and had never 
shown a trace of recurrence. The phonatory result obtained was 
remarkably good, although all the soft parts on the left side of the 
larynx, including the left vocal cord, which was found to be somewhat 
infiltrated in the course of the operation, had been removed ; his voice 
was practically normal. The situation of the former growth was occu¬ 
pied by a smooth cicatrix with a prominent ridge corresponding to where 
the left vocal cord had been, and the right cord crossed the middle 
line to some extent and almost touched this ridge. 
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Case 2.—The Bev. Canon B—, aet. 59. Sent by Mr. Lawford 
Knaggs, of Leeds, and Mr. Arthur Lucas, of Woburn, on account of 
a bipartite growth occupying the posterior part of the left vocal cord, 
which extended almost to the arytenoid cartilage; the cord showed a 
very slight defect of mobility. The voice was marvellously clear in 
spite of the situation and size of the growth, and of the congestion, 
not only of the base of the latter, but also of the rest of the vocal cord. 
The patient complained of pain in the left side of the throat, and of 
tenderness on pressure of the left side of the larynx. There was also 
some blood-stained expectoration in the mornings. The diagnosis 
of malignancy was further confirmed by Mr. Butlin. On June 
25th, 1892, thyrotomy was performed, and the left vocal cord, 
together with a part of the left arytenoid cartilage, removed. The 
growth, on microscopic examination by Mr. Shattock, turned out to 
be a cavernous fibro-sarcoma. The patient recovered without the 
slightest incident, and in his case too the voice was nearly normal, a 
cicatricial ridge having formed in the situation of the former vocal 
cord very much as in the first case described. 

Dr. Semon observed that this tendency to the formation of cicatricial 
ridges doing duty for a removed vocal cord did not appear to be an 
isolated phenomenon, exactly the same formation having also been 
observed in the case of the late Mr. Montagu Williams. 


A Laryngeal Neoplasm of apparently Sudden Origin 

(Pachydermia). 

Dr Soanes Spicer showed the case of J. C —, set. 42, salesman, 
who attended St. Mary’s Hospital Throat Department on March 2nd, 
1894, complaining of hoarseness of about fourteen days’ duration, 
which came on with a severe cold. Voice was clear and strong before 
this attack. History of catarrhs, syphilis, rheumatism, and alcoholic 
excess, the latter ten years ago. Took snuff, but not a smoker. Not 
a voice user specially. Pupils markedly contracted, very slight reac¬ 
tion to light. Gait and patellar reflex normal. 

Tongue showed smooth depressed cicatrices and rhagades. In 
region of right processus vocalis was a small oval swelling with long 
diameter parallel to vocal cord, papillated on surface, reddish in colour. 
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and on phonation dipping into reddened depression on opposite cord, 
but there was no hyperplasia. Cord mobility perfect. Slight thick¬ 
ening on posterior wall. Mucosa generally red and rough. 

The crateriform depression of the top of the tumefaction described 
as characteristic of pachydermia was not to be made out, but the 
situation of the swelling, the nipple-like surface, and the persistence of 
the cord mobility pointed to the diagnosis of pachydermia in an early 
stage, to the exclusion of malignant, tubercular, or syphilitic disease. 
According to Sommerbrodt pachydermia favoured the right side, and 
according to Chiari often originated in catarrh, points with which this 
case was consonant. 

The question must remain open whether the neoplasm had arisen 
suddenly, or whether, during the present catarrh, a sudden increase 
had taken place in a mass previously too small to cause hoarseness. 


Pachydermia Laryngis. 

Mr. C. J. Symonds exhibited a patient, Win. F—, set. 52, a tailor, 
who stated that his voice had been affected since a boy. He came to 
Guy’s Hospital in February, 1893, with some hoarseness. The 
appearance of the cord was then identical with that seen now. He 
returned February, 1894. When he first came he was given iodide of 
potassium, and he believed that he was better for it. He had served 
in the navy and army. He then drank spirits, beginning as a boy 
with rum, which he took daily. Ten years ago he became a teetotaler 
and remained so till three months ago. He said he had never drunk 
to excess. 

The principal elevation was on the left side. The summit was 
yellow and depressed. On the right the projection was much smaller, 
and was more definitely arising from the inner aspect of the cord. 

Since February he had taken iodide of potassium, with the 
effect apparently of reducing the prominence and rendering it more 
glazed. He had had syphilis, and recently had nodes in his tibiae. 
His face showed much acne. 

The points of interest were the definite evidence of syphilis; and 
the early consumption of alcohol, followed by a period of abstinence. 
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Dr. McBride though that Dr. Spicer’s case was analogous to the 
condition of pachydermia. The indentation on the upper surface of 
the swelling, and its adaptation to the similar swelling on the opposite 
cord, in Mr. Sy moods’s case, was characteristic. He considered that 
other forms of contact ulceration with induration, such as the 
“ singer’s nodules,” might be classed as pachydermia. 

Dr. Clifford Beale, mentioned a case seen in a tubercular subject 
in which for a short time the physical signs were precisely those of 
pachydermia, but in which the signs were rapidly and markedly 
altered under treatment. Could pachydermia laryngis safely be 
diagnosed by its appearance only, without reference to symptoms, or 
might not certain cases of chronic local ulceration be easily confused 
with it ? 

The President stated that the characteristic signs were not 
present during the whole duration of such cases, and that they must be 
taken in association with the other symptoms present. 


A Fold of Mucous Membrane protecting the Middle 

Meatus. 

The specimen, exhibited by Mr. C. J. Symonds, showed the pre¬ 
sence of a lunated fold on the outer wall of the nasal fossa, opposite 
the anterior extremity and the middle turbinated bone. It was con¬ 
vex forward, and ran from above downwards and backwards. Behind 
and above it was the opening into the antrum. 

The object of showing the specimen was to suggest that it offered 
an explanation for the projecting (mass of hypertrophied mucous 
membrane or) granulations seen in cases of suppuration of the 
antrum, of the ethmoidal cells, and in some cases of polypi. The 
projecting granulations in these cases were often in contact with the 
middle turbinated bone, the pus escaping through the slit between. 
This was, no doubt, the appearance described by Dr. Woakes as a 
" cleft turbinated.” 

Though Dr. Greville Macdonald had correctly described this appear¬ 
ance, and was the first to publish a correct description, he had not 
described the existence of this fold. The fold was often absent, though 
there was always a ridge of greater or less prominence. 

It might perhaps represent the fold usually found below the 
orifice of the antrum, somewhat anteriorly situated. In order to ex¬ 
pose the meatus, Mr. Symonds was in the habit of cutting off this 
fold with a knife, or removing by an antero-posterior acting curette. 
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Dr. Hill considered the specimen originally a perfectly normal 
one which had been decalcified through long pickling in spirit, and 
thus the relative position of the uncinate process and the middle tur- 
binal had been disturbed by shrinkage. The so-called lunated fold of 
mucous membrane represented the decalcified uncinate process; this, 
when hypertrophied, had even been mistaken for “ cleavage ” of the 
middle turbinal. 

Mr. Symonds thought that Dr. Hill’s view might be correct, but 
the position of the fold seemed to be too far forward for it to be 
regarded as normal. 


Tracheal Stenosis (?Cicatricial Stricture). 

Dr. Percy Kidd exhibited the case of G'has. N—, set. 38, who had 
syphilis thirteen years ago with secondary skin eruption and sore throat. 
For the last two years he had suffered from an irritable cough with 
profuse expectoration. About the middle of January, 1894, he first 
noticed dyspnoea and stridor. 

There was now dyspnoea on slight exertion, and stridor both inspi¬ 
ratory and expiratory. No recession of soft parts. No respiratory 
excursions of larynx. 

Pharynx .—Scarring of posterior wall and soft palate. 

Larynx .—Vocal cords pinkish, but movements normal. The trachea 
could be seen for a considerable distance. There appeared 
to be a narrowing of the lower end, but the bifurcation was not 
visible. 

Chest. —Breath-sounds weak over both lungs, expiration prolonged. 
Snoring sounds heard with inspiration and expiration. No other ab¬ 
normal sign. 

The President observed that he had not been able to detect any 
stricture. 

Case of Adductor Paralysis of Left Vocal Cord. 

Dr. Herbert Tilley related the following case. R. H—, set. 23, 
a cab trimmer, came to hospital complaining of hoarseness. 

History .—Five months ago patient complained of “ sore throat,” 
which produced a slight choking sensation, and was usually worse in 
the morning. This discomfort increasing, he applied for hospital 
relief February 20th, 1894. Fifteen months ago he had had abscesses 
on the front of the neck, which were lanced, but his throat did not 
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trouble him at that time. On two or three occasions during the past 
winter he had spat up blood. He gave a good family history. 

Examination of larynx showed complete paralysis of the left vocal 
cord. There was no swelling of the arytaenoids or ary-epiglottic folds, 
nor was there any laryngeal or palatal anaemia. Tubercular mischief 
was present in both apices. The scars of the abscesses on the front of 
the neck were not deeply pitted, and were above the level of the 
larynx. 

Dr. Tilley suggested that pressure of enlarged bronchial glands 
might produce paralysis, but did not know of any cases. 

The President had seen a few cases which could only be attributed 
to the pressure of such glands. 


Case op Advanced Tubercular Disease op Larynx. 

Dr. Herbert Tilley exhibited the case of Mrs. G—-, set. 31 £ years, 
a housewife. 

Patient first complained of her throat in March, 1893, when it was 
sore on swallowing, and painful on speaking. She had spat blood 
previous to this, and noticed that she was losing flesh. She was 
confined October 14th, and before and after that occasion her throat 
got worse, so that she could scarcely swallow anything on account of 
the pain. Latterly the pain had much diminished, and she could 
swallow without difficulty any semi-solid food. 

Examination showed marked anaemia of palatal muscles and larynx. 
The epiglottis had almost completely disappeared, only a small stump 
being left. The cords were much ulcerated, and there was a small 
prominent tubercular granulation in the interarytaenoid space. The 
case was exhibited to bear out Dr. Kanthack’s recent communication 
to the Society on the function of the epiglottis, which did not seem to 
be so necessary for successful deglutition as was generally supposed. 
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Present— 14 Members and 13 Visitors, of whom 12 were members 
of the Society of Anaesthetists (specially invited by the Council to 
take part in the discussion). 

The minutes of the previous meeting were read and confirmed. 

The following candidates were then balloted for and unanimously 
elected: 

Dr. Hector Mackenzie, London. 

Dr. Alfred Brown, Manchester. 

Mr. E. Jessop, Hampstead. 


The President briefly reported that the delegates of the Society 
had been most hospitably received at the meeting of the International 
Congress recently concluded in Rome, and that the work done in the 
department of Laryngology had been such as to bind together still 
more closely the interests of laryngologists of all nations. 


DISCUSSION ON THE CHOICE OF THE ANESTHETIC 
IN OPERATIONS FOR REMOVAL OF POST-NASAL 
ADENOID GROWTHS. 

The President, in the name of the Society, offered a cordial welcome 
to the members of the Society of Anaesthetists present, and explained 
that the principal object of the discussion to which they had been 
invited was to ascertain clearly what views were held by those who had 
most experience of the subject as to the best form of anaesthetic to 
be employed in cases of operation for the removal of adenoid growths. 
Statements had been made which had to some extent alarmed the 
public mind, that the administration of chloroform for this purpose 
was not only likely to be dangerous, but was even to be regarded as 
a criminal procedure. As to the actual danger or safety of any anaes¬ 
thetic, the anaesthetist’s opinion must be taken in preference to that 
first series—vol. i. 9 



of the surgeon, and that opinion had already been expressed at the 
Anaesthetists’ Society. But there were other questions with regard to 
this special operation upon which the surgeon’s opinion must have 
considerable weight, and it was upon the whole question that the com¬ 
bined discussion was invited. 

Dr. Dudley Buxton opened the discussion, and deprecated any 
hard and fast rule being made as to the choice or method of giving 
the anaesthetic in these cases. The operator and the anaesthetist 
should discuss and decide the matter in each case. No class of opera¬ 
tions varied so much in duration or degree of severity, and this fact 
had to be carefully remembered in selecting the anaesthetic for each 
individual patient The ideal anaesthetic was one which could be 
rapidly administered, and yet could be capable of prolongation if 
necessary. This result was, in his opinion, best assured by the 
employment of nitrous oxide at first, then by allowing gas to pass 
over ether, and finally by giving ether itself, but no break in the 
administration should be allowed. Subsequently, by means of a 
metal mouth-tube, the vapour of chloroform or of A. C. E. mixture 
could be blown through a Junker’s inhaler if it was necessary to pro¬ 
long the anaesthesia. The reflexes should not be altogether abolished. 
Nitrous-oxide gas might be sufficient in a percentage of cases, but, as 
a rule, it produced too brief an anaesthesia; a second administration 
when haemorrhage was proceeding introduced an unnecessary element 
of danger. Re-administration in the course of an operation was 
undesirable, and any anaesthetic which restricted the administrator to 
a limited period must be open to adverse criticism. The current 
objections to the use of ether for these operations were, he thought, 
traceable to incorrect methods of using it. Chloroform was in many 
ways the most pleasant anaesthetic, but in young children it materially 
added to the extent of “ shock,” which might be considerable in any 
case from the operation and from haemorrhage. 

A communication from Mr. Butlin was read, expressing regret at 
his inability to be present, concluding as follows:—“ With regard to 
the performance of the operation under gas, I would say that, while 
there are occasional cases in which this is possible, there are very many 
cases, on the other hand, in which the operation could not be satisfac¬ 
torily and thoroughly completed, at least by me.” 

Mr. Tyrrell advocated chloroform from the commencement, espe¬ 
cially for children, given very slowly from a Junker’s inhaler through 
a flannel face-piece, and carried just to that degree of anaesthesia which 
abolished the conjunctival reflex without abolishing the cough and 
swallowing reflexes. He believed that with no other agent could that 
degree of anaesthesia be kept so completely under control. He was 
strongly of opinion that the danger of chloroform, thus given, was in 
attempting to place the patient under its influence too rapidly. He 
had not infrequently placed young children under chloroform without 
awaking them from sleep, which proved the very gradual method 
employed. Mr. Tyrrell always had the Junker’s apparatus with two 
bottles, one containing chloroform and the other ether, so that with 
weakly children a small addition of ether could be made. 

Dr. William Hill remarked that it had been assumed by previous 
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speakers that some general anaesthetic was in most instances desirable.. 
Some surgeons rather ridiculed this idea, but he thought the very 
best argument against such a position was the case of a boy who had 
been operated on without anaesthesia by a skilled laryngologist, and 
who fell down dead from fright on the operator visiting the patient 
some four hours after the operation. Dr. Hill did not doubt that in 
a certain minority of instances the naso-pharynx could be more or less 
cleared of hypertrophies under nitrous oxide anaesthesia, but for those 
who were not content unless they had very deliberately and very 
thoroughly removed all overgrowths in Rosenmiiller’s fossa, and from 
around the posterior nares, the question lay between some form of 
prolonged anaesthesia. He was very satisfied with the use of gas and 
ether, but he thought that of even greater importance than the 
question of the anaesthetic was the skill and familiarity of the anaes¬ 
thetist with the requirements of the throat surgeon in naso-pharyngeal 
operations. Only skilled anaesthetists should be employed if possible. 
Dr. Hill summed up strongly in favour of prolonged anaesthesia and 
deliberate thorough removal. He considered gas alone insufficient in 
the majority of cases. 

Dr. Hewitt said that whilst he agreed that nitrous oxide followed 
by ether and subsequently by chloroform gave the best results in most 
cases, very brief operations upon the naso-pharynx were to be very 
satisfactorily performed under nitrous oxide mixed with oxygen. The 
anaesthesia obtained by the last-named method was of somewhat 
longer duration, and more satisfactory than that from nitrous oxide 
alone. The absence of cyanosis, venous congestion, and muscular 
twitching was an advantage. It was particularly necessary, in 
operating for post-nasal growths, that the patient should take no food 
for some hours before the administrations, owing to the inconvenience 
and possible danger from vomiting. Ether had the great advantage 
of allowing the patient to be placed in any position. He thought it 
best to place the patient fairly well under ether before the operation 
was begun, as temporarily suspended breathing from spasm or 
struggling was avoided. But the patient should be allowed to regain 
his reflexes before the chloroform was commenced. In conclusion he 
strongly advocated the lateral posture immediately after the operation, 
so that all blood might drain away, stertor subside, and free elimi¬ 
nation of the anaesthetic take place. 

Mr. W. R. H. Stewart quite agreed with Dr. Dudley Buxton’s 
remarks with regard to the nature of the anaesthetic and the mode of 
administration. He thought that perhaps he was the first to use the 
Gottsteiu’s curette in this country, as one was sent to him from Berlin 
some time before they were made in England. Since then he had 
used no other instrument, but always supplemented its use by a 
thorough and free scraping with the finger to destroy the very small 
soft growths (which the forceps cannot attack) which produce the 
so-called recurrence. Eor this operation he considered nitrous oxide 
gas with sometimes a whiff or two of ether amply sufficient. If 
tonsils had to be removed as well, the addition of the ether was 
always necessary. The patient should lie flat on the back, and as 
soon as the curette had been used he should be turned well on his 
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side. The practice of banging the head down over the end of the 
table was quite unnecessary, and made a great mess. At the Great 
Northern Central Hospital the anaesthetist usually gave chloroform 
for these cases, and at the London Throat Hospital the A. C. E. 
mixture. If chloroform was used, he preferred that the patient 
should not be thoroughly under its influence, as it was only in those 
cases where the chloroform had been pushed to absolute anaesthesia 
that there had been cause for anxiety. With regard to the reported 
death of patients after the operation was over, he unfortunately had 
had such a one in his practice, but in that case no food had been 
given to the patient for upwards of seven or eight hours, and he put 
the death down to the faintness produced by under-feeding. He 
considered that if a skilled anaesthetist was employed he ought to be 
entirely responsible for the safety of the patient as far as the anaes¬ 
thetic was concerned. If the surgeon had confidence in his anaesthetist, 
and employed one who knew his ways, all that was necessary for the 
operator to do was to tell the anaesthetist the nature and probable 
extent of the operation, and to leave the rest to him. 

Dr. Silk observed that if the term “ best anaesthetic ” could be 
used as being synonymous with “ safest anaesthetic,” he thought 
that there could be no doubt as to the advantages of gas or gas and 
ether. But he thought that the comfort of the patient and the con¬ 
venience of the operator were points which ought likewise to be taken 
into consideration. Dr. Silk thought that there were three methods 
of operating in vogue:—1. The rapid operation; the patient being 
seated, anaesthetised, the mouth opened, and the post-nasal space 
thoroughly scraped with the finger. For these cases, which could be 
completed in a few seconds, or, at any rate, under the minute, gas 
and ether was sufficient and satisfactory. 2. The deliberate operation ; 
the patient being recumbent, and the adenoids removed by means of 
instruments of some sort. For these cases Dr. Silk much preferred 
to commence with A. C. E. mixture, and, if need be, to maintain the 
anaesthesia by means of chloroform blown through the tube of a 
Junker’s inhaler. Dr. Silk objected to the use of ether in these 
operations, partly because of the additional bleeding, and partly be¬ 
cause it was not at all easy to maintain the continuity of the anaes¬ 
thesia by means of chloroform. He thought that the dangers which 
had been ascribed to the use of chloroform were due mainly to faulty 
administration. He insisted very strongly upon two points : 1. The 

desirability of the surgeon being accustomed to the particular anaes¬ 
thetist. 2. That the anaesthetist should remember that the presence 
of blood, the surgeon’s finger, instruments, &c., in the mouth tended 
to obstruct the respiration, consequently the heavy chloroform vapour 
might accumulate at the back of the throat. A strong, and may be fatal 
strength of vapour was thus liable to be suddenly inhaled. Hence 
he would insist upon the importance of not administering more of the 
vapour than was absolutely necessary. The third method of operating 
might be termed the intermediate method, i. e. the patient was seated, 
and a somewhatextensive and rapid operation was performed, including 
the removal of both tonsils. It was said that for this form of opera¬ 
tion gas or gas and ether was sufficient; but he thought it probable 
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that under such circumstances the patient would he simply asphyxiated 
for three parts of the time. 

Dr. Scanes Spicer, while granting the immense advantage to the 
patient, both as to safety and to freedom from after effects of gas 
alone, thought that it was a lesser evil to induce ether or chloroform 
anaesthesia than to operate imperfectly, and leave behind hyperplastic 
tissue, or to run risk of neglecting a smart haemorrhage from tonsils 
in cases in which the double operation had to be performed. Adenoids 
alone might be removed with gas only in most cases. For simple 
tonsillotomy with the guillotine, gas also would suffice, or in adults 
or non-neurotic children even cocaine might render the operation pain¬ 
less. On the other hand, if abnormal adhesions rendered a careful 
dissecting operation necessary with scalpel and forceps, it was better 
in adults to anaesthetise with cocaine, and in children to give ether or 
chloroform preceded by gas. Rapid operations might be performed 
if no smart haemorrhage took place, and if the tumours were soft 
and easily removed ; but these conditions could not be foretold, 
and he was of opinion that if the combined operation was to be done 
thoroughly, the prolonged anaesthesia obtained by chloroform or ether, 
preceded or not by gas, was necessary. Rather than risk an imperfect 
operation he would infinitely prefer the smajll increase in danger, for 
th e r isk was very small in the hands of an experienced anaesthetist. 

Mr. Davis gave chloroform in young children under six or seven 
years of age, but he never put them off very deeply, always keeping 
the cough and swallow reflex present, and when once the patient was 
ready for the operation, did not give, as a rule, any more anaes¬ 
thetic. Above the age of six or seven years Mr. Davis administered 
nitrous oxide and ether, afterwards continuing with the latter drug. 
He preferred that the patient should lie on the back with the head 
drawn well over the table, so that the roof of the mouth acted as a cup 
to receive the adenoid fragments and blood, which could be sponged 
out at will. In that position the air-passages were free, and the epi¬ 
glottis was raised from the larynx, as Dr. Howard had so clearly proved. 

Dr. Dundas Grant wished to approach the question without 
prejudice, although he had more or less identified himself with the 
advocacy of the use of nitrous oxide with or without a few whiffs of 
ether. Eeferring to the fatal chloroform cases, he thought the 
quantity used was by no means a negligible one. He had in his 
hands references to nine cases in which death had occurred under 
chloroform, given for operations in the nose and throat within the last 
eighteen months. The risk in nitrous oxide anaesthesia with or 
without a whiff of ether was insignificant. Tlie combination of 
oxygen with nitrous oxide obviated the tendency to asphyxia without 
detracting from the anaesthetic effect, and gave the most perfect 
result. The objection to nitrous oxide was the shortness of the time 
allowed. This was to 'be neutralised (1) by practice on the part of 
operators, (2) by the adoption of a rapid method, (3) by systematic 
employment of skilled assistants, (4) by repeating the administration 
if necessary. Dr. Grant considered the quickest mode of operation to 
consist in commencing with the finger-nail to scrape the growths out of 
the fossae i>f Rosenmuller and up off the posterior wall, so as to collect 
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them into a heap in the vault, whence they could be rapidly removed 
with the forceps. Gottstein’s curette was often of use, and should be 
at hand. He failed to find any evidence that recurrence took place 
with any frequency after such an operation as he had described. He 
had seen recurrence of symptoms without recurrence of the growths, 
the return of nasal obstruction being really due to such conditions as 
hypertrophic rhinitis, or to the development of follicular granulations 
on the back of the pharynx, below the level of the hard palate. Re¬ 
currence of symptoms might sometimes be the result of neglecting the 
practice of nasal respiration. 

Mr. Richabd Gill thought that too empty a stomach was as 
mischievous as too full a one, and that it was most important to 
observe the interruption of breathing brought about by the operator’s 
finger, Ac., in the naso-pharynx. He laid great stress upon regulating 
the anaesthetic according to respiration ; as the latter became shallow 
the agent should be diminished, whether chloroform or a mixture 
containing it be in use. He generally employed chloroform, some¬ 
times preceding it by ether. He measured the degree of anaesthesia 
by the state of the pupil, which usually remained contracted through¬ 
out. He classified the dangers under three heads: (1) from excessive 
haemorrhage; (2) from sickness; and (3) from fainting. He quoted 
two cases, one of haemorrhage and another of fainting, which had 
occurred to him in an experience of over two thousand cases. 

Dr. Whistler advocated prolonged and complete anaesthesia by 
chloroform, sometimes preceded by gas and ether, although in excep¬ 
tional cases nitrous oxide might suffice for the simplest operations. 
He called special attention to the fact that almost all the patients 
requiring these operations were “bad breathers” to start with, and 
hence additional care should be taken to block the pharynx as little 
as possible with the fingers. He preferred Lowenberg’s forceps, 
supplemented by Gottstein’s curette, and always employed skilled 
assistance. In seventeen years he had had no fatal cases in bis own 
practice. 

Mr. Bailet observed that it was clearly impossible to lay down 
dogmatic rules as to the best anaesthetic. Each preferred his own, 
and would probably continue to do so. There was no absolute safety 
under any form of anaesthetic, but it was very desirable that the exact 
facts of reported deaths should be made known. Children might die 
under chloroform just as well as adults, but no one who was subject 
to fainting should inhale chloroform in the first instance. It was 
usually at the onset of the inhalation that accidents had occurred. 
Operations on the naso-pharynx took, as a rule, a much shorter time 
than was supposed, but anaesthesia ought to be complete and all 
reflexes abolished before the operation was begun. He preferred the 
use of gas and ether, but agreed that every anaesthetist must follow 
his own liking in the choice. 

Mr. Walsham mentioned cases of recurrent adenoid disease, and 
spoke in favour of complete removal, however much time might be 
expended. He objected to the induction of complete anaesthesia. 

Mr. Parker recorded the results of his experience as Resident 
Officer at the Throat Hospital, which went to prove that cases operated 



on under chloroform and with forceps had been more satisfactory in 
their results than others in which the curette was used without anses- 
thetic or with gas only, the operation being rapidly performed. In 
many instances the latter cases recurred, or more probably were from 
the first incomplete. He though that, as long as the operation was 
done thoroughly, it did not matter what instrument was used, but to 
insure thoroughness chloroform must be given. 

The President wound up the discussion, and pointed out that it 
had served to show the impossibility of laying down compulsory laws 
on the subject. The habit of every operator must, to some extent, 
determine the best method of inducing anaesthesia for his operation. 
Some preferred to work slowly, others rapidly, but in any case the 
safety of the patient and the completeness of the operation must be 
the chief care. He disapproved most strongly of the practice of ope¬ 
rating upon out-patients, since no control could be exercised over them 
either before or after the operation, and the most precise instructions 
were very often neglected. The anaesthetic should always be given by 
a skilled man, and the surgeon should be free to attend only to the 
operation. He was very strongly opposed to the induction of complete 
anaesthesia. The experiments made by Mr. Horsley and himself had 
proved that the cough reflex was the last to go; after its abolition, 
however, nothing could prevent the entry of blood into the larynx. 
The administration should cease when the conjunctiva was insensitive. 
The initial stages of the anaesthesia might be taken slowly. Time was 
not of importance at that stage, but no further anaesthetic should, if 
possible, be given when the operation was once begun. He had 
reason to believe that a rapid operation was not always a complete one, 
and he urged the necessity for thoroughness as a means of limiting 
the number of so-called recurrent cases. Lastly, he thought that the 
debate had proved that the choice of the particular anaesthetic must 
be free, and that no blame or “ criminality ” could attach to the selec¬ 
tion of any one of them. 

Dr. Dudley Buxton, in the name of the Society of Anaesthetists, 
expressed his thanks for the invitation extended to them, and his 
appreciation of the value of the discussion that had taken place. 
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Lupus of Nose and Larynx. 

Clinical case exhibited by Dr. Dundas Grant. —Edna H— came 
under observation on the 23rd of April complaining of “ hoarseness ” of 
two years’ duration, which came on gradually and painlessly after a 
slight cold, with increasing obstruction in the left nostril of the same 
duration. Within the last four months the left half of the tip of the nose 
had become red and swollen, and a few spots had appeared on her left 
cheek near the nose, which were of a semi-translucent appearance, the 
smallest ones being of a red colour, the larger ones brownish yellow. 
They varied in size from that of a pin’s head to a hempseed. 

She had always been somewhat “ delicate,” but had not lost flesh, 
and had no cough except in winter. Her chest was normal. She was 
subject to chapped hands in winter, but not to chilblains. There was 
no family tendency to phthisis. The mouth and fauces were normal, 
with the exception of a cicatricial-looking patch at the junction of the 
left posterior pillar with the soft palate. The palate was thickened, 
and behind the uvula showed a transverse cicatricial band going from 
one posterior pillar to the other, and causing the uvula to point 
forwards. The back wall of the pharynx was occupied by a number 
of granular masses, chiefly in the lateral halves, the intermediate 
mucous membrane being dry and scar-like. 

The epiglottis was symmetrically thickened and covered with pale, 
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dry, tubercular granulations of considerable size. The ary-epiglottic 
folds were also thickened and irregular, and the ventricular bands, 
especially the right one, were so much swollen as nearly to conceal the 
vocal cords, the congested edges of which were alone visible. In the 
interarytsenoid space was a mass of very pale moist granulations, which 
prevented the complete approximation of the cords. 

In the nose the interior of the left vestibule was occupied by a soft 
granular mass covered with crusts, and a slight sticky discharge. 
This mass was found to grow from the walls of the vestibule and the 
anterior portion of the inferior turbinated body. 

The lupous tissue in the nose had been scraped away with a sharp 
spoon under cocain, and lactic acid had been applied with benefit. 
The same treatment had been adopted in the larynx. Internally she 
was taking Liq. Arsenicalis. 


Probable Epithelioma Laryngis. 

Clinical case exhibited by Dr. Dundas Grant. —John C. R—, set. 
67, a retired schoolmaster, complained of hoarseness and want of voice, 
which came on three years ago after a cold. At first this was was only 
troublesome after talking for some time, but for a year it had been 
constant, and had been worse during the last six months. 

He had no cough, very slight discomfort in swallowing, with the 
singular feature that “ eating hard or hot things seems to do him good.” 
There was no pain except a slight occasional pricking, and no sign of 
reflex otalgia. He had no dyspnoea, but his family observed an audible 
blowing sound accompanying his breathing. He had no pain in his 
chest, where there was no sign of aneurism or other disease. The patient 
had been a schoolmaster and an inordinate voice user. The thyroid 
cartilage was not definitely expanded, and there was no enlargement of 
lymphatic glands. The whole length of the left vocal cord was occu¬ 
pied by a pale pink, slightly granular ulcer, the surface of which was 
somewhat convex in its middle part. This cord was fixed immoveably 
near the middle line during inspiration and phonation alike. There was 
a small granulation below the anterior commissure. At the same time 
there was considerable mobility of the capitula, and the rest of the 
larynx was relatively normal. 

The case was thought to be one of intrinsic carcinoma, but further 
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opinions were desired in view of the absence of many of the usual sym¬ 
ptoms of the disease. At the same time the appearance of the cord, 
the fixation of the arytsenoid cartilage, and the age of the patient left 
little doubt as to the nature of the case, which seemed a favorable one 
for thyrotomy and hemilaryngectomy. 

The President agreed as to the diagnosis, and thought that in such 
a case it would be right to perform thyrotomy, in order to find out the 
extent of the disease, and to remove it by a major or minor operation, 
according to the result of the inspection. 

Dr. Grant pointed out that it was not possible to remove any part 
endolaryngeally for examination, and agreed with the suggestion of the 
President. 


Paralysis of the Thyro-aryt2enoid Muscles. 

Dr. Dundas Grant showed the case of H. A. J—, set. 24, a post 
office clerk, who had suffered from hoarseness of three years' duration, 
unaccompanied by cough, dysphagia, or dyspnoea. 

He had no illness beyond the hoarseness, which had continued 
almost stationary up till the present, and was attributed to “ catching 
cold.” There were no symptoms or signs of phthisis, his family 
history was good, and there was no evidence of specific infection, nor 
any history of specific disease. The patient had been a player on wind 
instruments from boyhood. He formerly sang as soprano in a church 
choir, and later had used his voice as a high tenor. His chest was 
normal. 

On inspection of the larynx during quiet breathing there was nothing 
abnormal to be seen except a slight congestion and duskiness of the 
vocal cords. The respiratory movements of the cords were normal, 
but on phonation there was a very marked elliptical gap between the 
edges of the cords, except at their most anterior and at their arytsenoid 
portions. The arytaenoids met with striking promptness and com¬ 
pleteness, while the middle portions of the cords seemed rather to 
recede under the expiratory blast. The ventricular bands approxi¬ 
mated to an extreme degree, especially during forced efforts at vpcali- 
sation. They were hypertrophied, and probably shared in the produc¬ 
tion of some of the tones. 

The voice was, for speaking, continuously hoarse and low-pitched, 
but he could produce husky whispering tones ranging through nearly 
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three octaves. This range of voice seemed to indicate activity of the 
crico-thyroid tensor muscles, which was confirmed by the obvious 
approximation of the cricoid and thyroid cartilages during the singing 
of musical intervals, as felt by means of the finger in front of the neck 
in the crico-thyroid space. 

The laryngeal picture was that of paralysis of the apposing muscles, 
the thyro-arytaenoids. He proposed to try the effect of intra-laryngeal 
electrisation. 

Dr. Spicer suggested that the case might be one of pachydermia 
laryngis. There seemed to be a definite swelling at the tip of one of 
the vocal processes, which on phonation was received into a corre¬ 
sponding depression on the other. He thought that the hoarseness 
and loss of voice were to be accounted for by the mechanical inter¬ 
ference with the movements of the cords. 

The President had not observed any such swelling, and agreed with 
Dr. Grant in regarding the case as paralytic. He would treat it by 
vocal rest and local astringents. 

Dr. Beale had noticed a very definite pink fleshy swelling at the 
point where the vocal processes came together on attempted phonation. 

Dr. Grant expressed his intention of bringing the case forward again 
at a future meeting. 


Bemoval of Bight Lobe of Thyroid for Graves’ Disease. 

Mr. B. Lake showed a case of removal of the right lobe and isthmus 
for Graves’ disease. The patient, a young woman of nineteen years of 
age, who always had prominent eyes, first developed symptoms of 
Graves’ disease in August, 1893, especially exophthalmos, fainting, and 
palpitation ; her evening temperature was 100° F., and her pulse-rate 
100. She was uninfluenced by drugs. On February 11th, 1894, the 
right lobe, which was the larger, was removed. The temperature fell 
immediately after the operation, being normal in ten days’ time; the 
the pulse fell to 80 in ten days. The exophthalmos was almost gone 
except when she vomited, as she did frequently from some gastric 
trouble, and both palpitation and faintness had disappeared; she 
declared herself to be in very good health. The left lobe was certainly 
smaller, and had fallen away from the trachea more under the stemo- 
mastoid. Microscopically the goitre was partly composed of small cysts, 
and partly of acini, showing active cell formation as described by 
Greenhill. 
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Mr. Lake, in reply to the President, said that he had removed the 
portion of the gland with a view of checking the further progress of 
ihe disease, as success had thus been obtained by others. He regarded 
the morbid condition of the gland as being the primary cause of the 
train of nervous symptoms that were characteristic of the disease. 

The President suggested the possibility of the subsequent occur¬ 
rence of myxcedema. 

Mr. Lake, at the suggestion of Mr. Stewart; promised to keep the 
•case in view, and to show it again later in the year. 

Dr. Spicer commented on a case of Graves’ disease in which the 
use of tablets of thyroid extract had done much more harm than good. 

Mr. Lake, on the other hand, recorded a case in which the use of 
the tablets had had very good results. 


Lupus op Pharynx and Larynx. 

Clinical case exhibited by Dr. Felix Semon. —E. C —, aet. 10, 
•complained of loss of voice for three months, and ulceration of 
gums and palate for two months. Family history good. No syphilis, 
tuberculosis, or rheumatism. The patient’s voice began gradually to 
get weaker, and finally disappeared about three months ago. About 
two months ago, the gums were noticed to be nicerated and to bleed 
frequently. The roof of the mouth got into the same condition, but 
did not bleed. Slight cough. 

Patient was a fair, somewhat strumous-looking child. The gums 
are unequally ulcerated, and in one or two places bleeding. On the 
hard palate, and stretching back to the soft, was a roughened worm- 
eaten patch, which consisted of a number of small ulcers, clumps of 
granulation tissue, and minute cicatrices. The same appearance was 
seen on the posterior palatinal arches. On laryngoscopic examination 
the epiglottis was seen to be pale, worn away by ulceration, and pre¬ 
senting a rough nodular appearance; the ventricular bands were 
similarly affected, and their free borders were uneven; the right band 
completely covered the vocal cord; the left cord was visible, and about 
its centre presented an excavation. The arytaenoids were swollen but 
not ulcerated, the mucous membrane was pale. 

The patient had not had the slightest pain from either larynx or 
mouth, and there were no traces of affection of either skin or nares. 
There was slight flattening of chest on left side, and the percussion 
note was slightly impaired. On auscultation a few rifles and rhonchi 

§ 
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were heard over the left lung, especially at the apex; the right lung' 
was normal. No other abnormalities. 

Remarks .—The patient was shown because lupus of the pharynx 
and larynx was in itself rather rare, but more especially when un¬ 
accompanied by nasal or epidermidal manifestations. No local 
treatment had as yet been adopted, because it was desired to show the 
patient without any local interference having taken place. The case 
would now be treated with scraping and subsequent application of 
lactic acid, and, if necessary, with the galvano-cautery, whilst inter¬ 
nally cod-liver oil and arsenic would be given, and it was intended to 
show the result of the treatment at some future time. 


Two Cases op Doubtful Malignant Disease of the Larynx 

TREATED BY ThYROTOMY AND BADICAL BeMOVAL OF THE 
Growths. 

Exhibited by Dr. Felix Semon. —The two following cases have this 
in common, that neither clinical observation nor histological examina¬ 
tion had established the diagnosis of malignancy beyond doubt. Still 
in both cases it was deemed prudent to perform a radical operation. 

Case 1 . —Mr. M. H— , set. 63. In this case an ill-defined papillary 
growth occupied the anterior half of the right vocal cord, the anterior 
commissure, and the front part of the left vocal cord. The disease had 
commenced several months previously, and the voice was quite aphonic. 
Bepeated recurrences taking place after intra-laryngeal removal, thyro- 
tomy was performed on July 12th, 1893, after consultation with Mr. 
Butlin. The front part of both vocal cords and the anterior angle of the 
thyroid cartilage, which appeared to be infiltrated, were removed, and 
the wound treated in the usual way with iodoform insufflation and 
packing with iodoform gauze. The patient recovered after a violent 
attack of bronchitis, and left the home six weeks after the operation. 
No recurrence had taken place, but the voice remained aphonic, owing 
to a large gap in the anterior part of the glottis, caused by removal 
of the front parts of both vocal cords. The fragments of growths 
originally removed were apparently papillomatous, but distinguished 
by very unusual thickness of epithelium, which gradually became 
more and more horny as subsequent pieces were removed and exa- 
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mined, there being at the same time an increasing quantity of small 
round cells visible in the specimens. It was on Mr. Shattock’s urgent 
recommendation that the radical operation was decided upon. Even 
the examination of the pieces removed by radical operation left it still 
doubtful whether this was a case of commencing malignant disease, 
possibly in what was called in growths of the tongue the “ precan- 
cerous stage.” 

Case 2.—Colonel G. W. H—, set. 55, first seen on April 
28th, 1893. Patient had been suffering from hoarseness for about 
a month past, and a small reddish growth was observed on the 
free margin and underneath the middle of the left vocal cord. 
It was semi-globular, about the size of a split pea, slightly granu¬ 
lar and broad-based, so as to pass over very gradually into the 
congested left vocal cord, the movement of which was unimpaired 
There was at first nothing to suggest malignancy, but in the course of 
the next twelve months the growth gradually spread, infiltrating more 
and more over the left vocal cord, with which it became intimately 
blended, and finally in April of this year an almost uniform thickening 
of the whole vocal cord had taken place, the movements of which also 
had become a little more sluggish. Prom the uniform nature of the 
infiltration it was quite impossible to remove a piece for microscopic 
examination. The whole development, however, taken in conjunction 
with the patient's age, rendered the nature of the growth very 
suspicious, and after consultation with Mr. Butlin on April 26th, 
thyrotomy was performed. When the larynx was opened the left cord 
appeared as a cylindriform, slightly irregular and granulated body, 
which was much thickened, especially in its middle third, but not 
adherent to parts in the neighbourhood. It was removed in toto and 
the basis scraped. In accordance with the suggestions recently made 
by Mr. Butlin (see * Proceedings/ pp. 27, 28), Hahn's tube was 
removed immediately after the operation, no other tube was intro¬ 
duced, the patient was placed in an absolutely horizontal lateral 
position in bed, and the wound merely dusted with iodoform. He 
made an uninterrupted and rapid recovery. He was able to drink 
milk by the mouth three hours after the operation; the temperature 
never rose above 99 °; he got up on the third day ; the external wound 
now was closed and the voice was fairly strong, whilst the place of the 
left vocal cord was occupied by a freely granulating surface. The 
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microscopic examination of the removed vocal cord was not yet com¬ 
pleted. So far it appeared to be what Mr. Shattock calls a “ continuous 
fibroma,” i. e. a new growth which insensibly passes over into the 
normal structure of the matrix, just as in molluscum fibrosum. There 
was also considerable thickening of epithelium, with very slight tendency 
to ingrowth of the same. A further report on the results of the 
microscopic examination would be given. 

These cases illustrated the difficulty of deciding on the treatment 
when it was impossible to remove a portion of the growth for exami¬ 
nation. The suggestions made by Mr. Butlin as to the slow use of 
Hahn’s tube, its removal after the operation, the patient remaining in 
the horizontal lateral position with the wound quite open, had made 
exploratory thyrotomy so much simpler and easier that it might 
safely be adopted as the operation of the future for dealing with such 
cases as those shown. 


Sequel to a Case of Obscure Ulceration of Pharynx in a 
Case of Arrested Pulmonary and Laryngeal Tuberculosis. 

Exhibited by Dr. Felix Semon. —The patient was shown to the 
Society at the February meeting of the present year (see ‘ Proceedings/ 
p. 74). After his return to Bournemouth Dr. Davison scraped the 
pharyngeal ulcerations, and submitted the scrapings to a bacteriological 
expert, Mr. Turner, who on careful examination of three different 
specimens did not discover any tubercle bacilli. The view expressed 
by Dr. Semon in his paper and in the discussion, viz. that the pharyn¬ 
geal condition was due to some other cause besides tubercle, had 
therefore received some further corroboration. The ulceration has 
now healed under further use of lactic acid, but as the patient 
stated that he had once before had a similar ulceration which gradually 
disappeared (see ‘ Proceedings/ p. 75) the relation of the post hoc and 
propter hoc was by no means fully settled. 

The President commented on the fact that the patient had through¬ 
out been treated by creasote internally, and expressed the opinion that 
it was most useful in its action on such cases, especially when given in 
large doses. 

Dr. Dundas Grant had also found it very useful. 

Dr. Clifford Beale had watched its use for many years at the 
Chest Hospital, where it had been given in large and small doses, and 



107 


in very concentrated vapour. It was exceedingly well borne by the 
delicate stomachs of tubercular persons, but as yet there was no evi¬ 
dence to show that it exercised any effect upon the cases of active 
or progressive tuberculosis. Chronic cases did very well under it. 


Fixation op Left Vocal Cord. 

Dr. Scanes Spicer showed a patient, Mrs. C. D—, a widow in service, 
who had complained of hacking cough and hoarseness, lasting over 
seven years, with shortness of breath on exertion. Symptoms were all 
worse when she had a cold, and she had at times completely lost her 
voice. 

History .—Syphilitic infection soon after marriage. Bight basic 
phthisis, chest otherwise normal. Never had rheumatic fever. No 
source of pressure on nerve discoverable. 

Zarynyoscopic examination .—Left vocal cord immoveable, fixed in 
cadaveric position; right vocal cord moved freely; slight congestion of 
larynx. Cause of immobility of cord assumed to be ankylosis of left 
crico-aryteenoid articulation, in absence of other discoverable lesion. 

Treatment being pursued—internally, iodide of potassium; locally, 
inunction of mercurial ointment. 

Unilateral Laryngitis. 

Mr. W. B. H. Stewart showed the following case. Mrs. L— 
had suffered from her throat off and on since the winter of 1892-3. 
Voice was reduced to a whisper. No history of syphilis could be made 
out. Chest and sputum normal. When seen last November, the right 
vocal cord was red and swollen, and the right arytsenoid puffy, and there 
was some hypertrophic rhinitis. About a week afterwards there was a 
pyriform oedematous swelling, such as is seen in tubercular laryngitis. 
On inquiry it was found that the patient had used the inhalation 
ordered for her at boiling-point. This swelling soon went down 
and had completely disappeared; the cord, too, was less thick, but was 
still red. She was taking iodide of potassium gr. xxv three times a 
day, and the larynx had a daily application of zinc chloride (gr. xxx to 
^j). The points of chief interest were the unilateral condition of the 
trouble, and also the fact that the boiling steam seemed to have acted 
on that one side of the larynx only, and to have caused the temporary 
arytsenoid swelling. 
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Dr. Dundas Grant thought that the disease had probably been 
syphilitic perichronditis, with ulceration of the vocal cord. 

The President agreed with this diagnosis, and thought that the 
effect of the steam had been to irritate the diseased parts only. 


Carcinoma Lartnois. 

Mr. W. R. H. Stewart showed the case of P. H—, set. 50, a 
gardener, who had had a sore throat since Christmas, which came on 
after a cough. Two months ago the breathing became bad, and for 
the last month he could not lie down in bed. He had difficulty in 
taking solid food and in getting up phlegm. He had slight dull, 
aching pain; no history of syphilis. There was considerable swelling 
of the right side of the larynx, and some slight granular enlargement 
on both sides. 

The President would limit operative treatment to the intrinsic 
cases. Luschka had shown that the lymphatics of the larynx do not 
anastomose with other groups of lymphatics, but open into the two 
small glands on either side of the thyroid. Hence the lymphatic 
enlargement was always less in the purely intrinsic cases. Where 
other sets of glands also were involved the disease was generally 
extensive, and attempts at removal were generally followed by rapid 
recurrence. 

Dr. Bond expressed his concurrence in this view. 

Dr. Spicer observed that cases which appeared to be intrinsic were 
sometimes found to have extended more deeply than was supposed. 


Congenital Abnormality of the Larynx. 

Dr. J. B. Ball exhibited the following case. P. E—, set. 25, 
clergyman, came under observation complaining of symptoms due to 
enlargement of the right tonsil, the crypts of which contained cheesy 
plugs, and to adenoid hypertrophy in the naso-pharynx. In the 
larynx the left arytsenoid appeared larger than the right, the latter 
seeming to be abnormally small. The left arytsenoid appeared to be 
tilted over towards the right side, and when the cords were in the 
position of rest the left capitula Santorini lay to the right of the middle 
line, and the left ventricular band was drawn inwards towards the 
middle line at its posterior part. When the cords were adducted the 
the left ary tsenoid passed in front of the right, the two arytsenoids lying 
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one in front of the other instead of side by side daring complete 
adduction. 

There was no peculiarity of the voice except that it was not 
powerful, and was said to be easily fatigued. 


An Intra-laryngeal Syringe for Submocous Injections. 

Dr. Watson Williams (Bristol) exhibited a syringe for submucous 
injections in the treatment of laryngeal tuberculosis, which had been 
made to his design about three years ago by Messrs. Down Bros., and 
its employment had given very satisfactory results in properly selected 
cases. 

It was simply a hypodermic syringe with a long curved needle, the 
curve of the needle being the same as that of Mackenzie’s laryngeal 
forceps. Three eighths of an inch from the point of the needle was a 
rounded shoulder, which served the double purpose of preventing the 
needle suddenly piercing the tissues too deeply, and of rendering the 
position of the needle more readily followed when in the larynx. 

The use of the syringe involved no ulcerating surface, and was 
especially useful in cases of early localised tubercle. Solutions of 
pyoktanin, 2 per cent, aristol with menthol, lo 1 06 solution of iodide of 
mercury had been the most serviceable, especially the 2 per cent, solu¬ 
tion of aristol in almond oil. 


Sarcoma of Nose and Tonsils. 

Cases shown by Dr. Bond. — 1 . A woman of 71, first seen in De¬ 
cember, 1893, with both sides of nose and naso-pharynx filled with gela¬ 
tinous vascular growth. The tonsils were not affected. There was 
much thickening of left posterior pillar. Large masses of enlarged 
glands extended on both sides from the angles of jaw to the clavicles. 

Under titiv doses of Liq. Fowleri the growths in nose and naso¬ 
pharynx and the enlarged glands in neck disappeared. Simultaneously 
the left tonsil became affected, and steadily grew larger, till at the 
present time the sloughing mass practically filled all the central part 
of pharynx. Larger doses of Liq. Eowleri could not be tolerated. 
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Epithelioma of Cervical Glands. 

2. Patient came to Golden Square on account of a large, knobby 
fixed mass of glands the size of half a cricket ball on left side of neck. 
He had no discomfort in throat internally, though on examination 
tbe corresponding side of pharynx and larynx was found affected. 
The patient had remained singularly comfortable under the combined 
use of large doses of iodide and morphia. Tracheotomy had been per¬ 
formed to relieve dyspnoea. The skin over the glands was on the 
point of giving way. 
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